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ConcURRENT LESIONS of the kidney and colon are 
extremely rare and present unusual problems of 
diagnosis and treatment. Most of them are on the 
left side, and include (1) perforation of the colon 
by severe suppurative disease of the kidney with 
perinephritic abscess, resulting usually in reno- 
colic fistula; (2) perforation of the kidney by in- 
gested foreign bodies from the colon; (3) post- 
nephrectomy fecal fistulas; and (4) simultaneous 
involvement of the colon and kidney by cancer, 
usually originating in the colon. On the right 
side, disease of the kidney may also penetrate the 
duodenum, or pancreaticorenal lesions may oc- 
cur. The following study is based on 57 cases of 
renocolic fistula collected from the literature, 4 
cases of penetration of the kidney by ingested 
foreign bodies, and 2 cases—including our own 
—of cancer of the colon involving the kidney. 
We are adding 3 cases from the Flower-Fifth 
Avenue-Metropolitan Hospitals. Because of its 
special interest, renocolic fistula is emphasized. 


REVIEW OF THE LITERATURE 
In 1931, Mertz (44) reviewed 29 cases of reno- 
colic fistula and added 2 cases of his own; one of 
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the latter presented a fistula from a pyonephrotic 
left kidney to the sigmoid colon associated with a 
renal calculus. James (33), Hammel (29), and 
Rost (53) reported similar cases at about the 
same time. Vermooten and McKeown (57), in 
1933, collected 26 cases of renocolic fistula and 
reported 3 new cases, all originating in the kid- 
ney. In 2 of the entire series, the lesions were due 
to tuberculosis, in 14 to pyonephrosis, and in 8 
to renal calculi. Twelve of these cases showed 
clear evidence of acute or chronic perinephritis, 
and in most instances the fistulous tract origi- 
nated in the calyx rather than in the pelvis of the 
kidney. In one case, culture of the left kidney 
revealed streptococci and staphylococci. Couvel- 
aire (16), in 1935, found a perforation from the 
upper pole of the kidney into the peritoneum at 
operation; he reviewed 11 similar cases, the first 
reported by Michel and Artaud (45) in 1923. Fey, 
in discussing Couvelaire’s paper, added 2 more 
cases. 

Wesson (59), in 1938, reported 3 cases, one 
with a history of a tumor mass diagnosed 9 years 
earlier as hydronephrosis. Injection of the sinus 
with dye disclosed rupture of the loin mass and 
the presence of a fistula between the kidney and 
the hepatic flexure, as well as strictures in the 
upper third of the ureter. In 1950, Bartolomucci 
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(6) described 3 cases of intestinal obstruction 
caused by pressure from hydronephrosis. 

In 1953, Elik and Getz (19) reviewed the 
earlier literature and presented a patient in 
whom injury to the lower pole of the kidney in an 
automobile accident led to recurrent diarrhea 
and fever, and after 6.5 months to renocolic 
fistula. The fistula closed spontaneously after 
nephrectomy and release of the colon. In the 
same year Briggs and Neale (11) diagnosed a 
fistula by extravasation of the barium meal. At 
removal of the splenic flexure and kidney in one 
mass, two fistulas were discovered issuing from 
the kidney pelvis. In 1954 Hancock, Lee, and 
Anderson (30) presented a patient whose reno- 
colic fistula was due to renal calculi and tubercu- 
losis on the left side; the fistula remained after 
nephrectomy. 

James (33), in 1933, collected 7 cases of reno- 
duodenal fistula, and an eighth due to epider- 
moid carcinoma of the right kidney. In 1952, 
Caffery and Musselman (13) reported that duo- 
denal fistulas followed nephrectomy in 0.8 per 
cent of cases. Abehouse (1) in 1953 gathered 28 
cases of pancreatic cyst, adding 3 of his own, 
which either presented invasion of the kidney or 
simulated kidney tumors or hydronephrosis. He 
also fully reviewed the anatomic relations be- 
tween the kidney and the pancreas. Stone (56), 
in 1949, reported a case of pancreatic cyst adher- 
ent to the left kidney. 

Bilger and Greiner (9), in 1949, reported a case 
of renocolic fistula in a child, caused by a bobby 
pin swallowed 3 years before. Landers (40) re- 
moved an ingested tooth pick which had pene- 
trated from the colon into the kidney, and 
D’Eoconomos (20) removed a sewing needle. 
Begani (7) presented a patient with perinephritic 
abscess on the right side caused by a pin. Only 
the first patient required nephrectomy; the 
others recovered after removal of the foreign 
body. 


ANATOMY 


The rarity of concurrent lesions of the colon 
and kidney can be attributed to their situation in 
different body cavities, to their separation by 
strong barriers, and to differences in morphology 
and function. The retroperitoneal relations of the 
kidney can be best described in terms of their 
enclosure in two successive Cavities: 

1. Gerota’s capsule—the perirenal fascia is 
closed over the upper pole of the kidney and be- 


comes attentuated as it descends to be lost in the 
pelvic fascia; its anterior layers are reinforced by 
the fascia of Toldt. The ureter runs downward 
within this capsule enclosed in a heavy pad of 
fat which extends to the iliac crossing. Loose fat 
on the surface of the capsule extends over the 
renal vessels. 

2. The retroperitoneal space includes these 
structures and also the suprarenal glands, the 
aorta and vena cava, the pancreas, most of the 
duodenum, as well as the origin of the mesenteric 
vessels and a rich network of blood and lymph 
vessels and of central and sympathetic nerves. It 
is bounded on the outward and posterior aspects 
by the strong muscular walls of the trunk, and on 
the inner aspect by the peritoneum (14). Ob- 
viously when tension within these cavities attains 
the bursting point, it is most likely to break 
through the peritoneal wall. 

The predominance of left over right renocolic 
lesions can be largely explained by variations in 
the peritoneum as it passes over the anterior as- 
pect of the kidney on the two sides, as well as by 
the anatomical relations of the organs (36). On 
the left side, the kidney is held rigidly in place by 
the renal ligament, a reflection of the peritoneuin 
from the hilum of the spleen, and the splenic 
flexure of the colon extends upward and median- 
ward in close relationship to the lower pole of the 
kidney. The mesentery covering part of the pan- 
creas represents a fusion of sheets of mesentery 
from the sides and back of the colon, and the 
sulcus on the flat side of the colon is much more 
defined than on the right because of the arrange- 
ment of the mesentery. 

On the right side, the peritoneum forms a 
relatively loose curtain over the kidney, and the 
mesentery fans out from the terminal ileum and 
colon to beyond the hepatic flexure, sweeping 
loosely over part of the ileum, the colon, and 
duodenum and the inferior border of the pan- 
creas, to extend freely over the kidney. The duo- 
denorenal ligament is formed from two layers of 
mesentery extending loosely from the posterior 
margin of the second part of the duodenum to 
the kidney. 


RENOCOLIC FISTULA 
Pathology 

Renal lesions causing pathology in the colon 
are in order of frequency: (1) pyonephrosis, with 


or without calculus, (2) infected hydronephrosis, 
and (3) pyelonephrosis or tuberculosis. Two fac- 
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tors contribute to fistula formation: (1) widely 
distributed virulent infection, commonly in com- 
binations of staphylococcus aureus, streptococ- 
cus, proteus aerogenes, salmonella, and pyo- 
cyaneus; (2) mechanical obstruction of the 
ureter by calculus or, more commonly, by inflam- 
matory edema with plugging by purulent dis- 
charge from the kidney; the latter may disappear 
if the obstruction is removed. 

The first step is severe infection of the kidney, 
leading to cortical necrosis with intense vascular 
engorgement and thrombosis followed by ne- 
crosis. As purulent exudate increases, the pelvis, 
or more often the calyces, rupture. As the exu- 
date floods the perirenal fossa, it causes perine- 
phritis. Marked outpouring of fibrin leads to 
agglutination of the perinephritic tissues and to 
formation of diffuse, generalized abscesses, or, 
more frequently, multiple lobulated abscesses. 
Fascial layers, in some places thickened and in 
others liquefied, become fused with adjoining 
structures, which results in a granulomatous mass 
containing purulent collections. As the mass ex- 
pands, it is compressed by the trunk muscles and 
diaphragm against the relatively weak peritoneal 
reflection over the median aspect of the kidney, 
favoring rupture or erosion into the peritoneum 
or colon, or occasionally the duodenum or pan- 
creas, still more rarely into the pleura or bronchi. 
The result may be a fistula from a few millimeters 
to 2 centimeters in diameter. 

Even though fistulas do not develop, the pos- 
terolateral margin of the colon may be damaged 
by adjacent pathologic changes. Following ne- 
phrectomy, fecal fistulas may therefore appear in 
this area, sometimes immediately, but usually 3 
to 5 days after operation. 

Diagnosis 

Recognition of concurrent colonic and renal 
lesions is difficult and they may not be discovered 
until operation, but the primary renal disease 
can usually be diagnosed and exactly identified. 
Close co-operation between the surgeon and the 
urologist is essential. 

The onset of symptoms is usually abrupt and 
severe, with symptoms characteristic of acute 
abdominal disease: chills, fever, sometimes 
nausea, vomiting, increasing distention, and at 
times intestinal obstruction. In case 2 the pre- 
senting clinical and roentgenographic evidence 
indicated intestinal obstruction of the closed-loop 
type, resulting from massive pyonephrosis wedged 
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against the descending colon. Early laparotomy 
and later nephrectomy disclosed exudate and 
peritonitis, and cultures of the latter and from 
the kidney revealed the same organisms in all 
three. Symptoms suggesting primary obstruction 
are common (39, 58, 60), or the mass may cause 
dyspnea or palpitation (60). 

Physical examination discloses a large, tense, 
bulky mass in the loin, which is tender and pain- 
ful; in cases with marked distention and muscle 
splinting, tenderness may be more generalized. 
Congenital anomalies such as ectopic or horse- 
shoe kidneys, confuse the diagnosis. The status of 
both kidneys should be carefully assessed. 

These lesions cause higher leucocyte and poly- 
morphonuclear counts than most conditions 
arising in the peritoneal cavity, and are often 
associated with bacteremia. If the ureter is block- 
ed, urinalysis may not show gross pyuria, or even 
a significant increase in pus cells, but if vascular 
changes in the kidney are associated with severe 
electrolyte imbalance, there may be albumin 
casts and a significant number of red blood and 
pus cells. 

The following procedures are useful for pre- 
operative diagnosis of renocolic fistula: 

1. Abrupt subsidence of the loin mass, with 
relief of symptoms, associated with changes in the 
urine, which becomes cloudy, offensive, and may 
even show fecal contamination. This sign is due 
to rupture of the mass into the colon, but it oc- 
curs infrequently. 

2. The recovery from the rectum of intrave- 
nously injected indigo carmine. A cotton gauze 
tampon placed in the rectum will demonstrate 
the dye about 2 hours after the injection. Suffi- 
cient renal tissue is usually present to eliminate 
at least traces of the dye. 

3. Supplementary roentgenograms taken on 
admission in the prone, lateral, and sitting or 
erect positions, and subsequent films will show 
obscuration of the psoas shadows, and curvature 
of the spine demonstrates perinephritis associated 
with renocolic fistula. 

4. Dissemination of barium. outside the limits 
of the colon, provided the fistula is large enough 
to permit extravasation. If the fistula is small or 
plugged, the extravasation may not occur. 

5. Intravenous urograms, which may reveal 
extrarenal dissemination of the dye through rup- 
ture of the pelvis or calyces. This test is of limited 
value because in the presence of distention, dye 
may be poorly concentrated and visualized. 
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6. Retrograde pyelograms showing renocolic 
fistula by dissemination of the dye outside the 
normal renal limits; this occurs even if the fistula 
is small and the distention marked. There is 
general agreement that this procedure is valua- 
ble, but its use should be carefully considered in 
individual cases. 

In many reported cases, a fistula has been dis- 
covered only at operation, and has apparently 
caused considerable confusion and, only too 
often, fatalities. This experience points up the 
importance of careful diagnostic studies. How- 
ever, the severity of the symptoms and signs of 
peritonitis may not allow time for complete 
examination, or the general condition of the 
patient or the possibility of pathologic conditions 
in the peritoneal cavity may make exploratory 
laparotomy an essential emergency measure. 


Treatment 


The usual measures to control ileus, disturb- 
ances of electrolytes, chemical imbalance, and 
problems caused by infection are carried out be- 
fore operation. Such complications are common; 
in the administration of fluids, renal impairment 
and chemical imbalance require special care. 

Two cases have been reported with recovery 
from the acute attack after drainage of the in- 
fected kidney (51), but the subsequent course 
was not given. Drainage would obviously relieve 
distention, but would be unlikely to effect a cure 
of the fistula in the presence of a bulging, granu- 
lematous mass with multiple abscesses and puru- 
lent fibrinous exudate. However, if the loin mass 
is bulging and doughy and the skin over it is red- 
dened, drainage through a loin incision may be a 
desirable preliminary measure, to be followed 
later by nephrectomy. 

Several cases have been treated by nephros- 
tomy for the removal of calculi, and drainage. 
The fistulas persisted from one to several weeks, 
but finally healed. Since there were no follow-up 
reports, there is no assurance that these proce- 
dures prevented recurrence. 

In most cases the treatment has been nephrec- 
tomy with severance of the fistula, with or with- 
out its closure. These operations have been tech- 
nically difficult, and usually the fecal fistula has 
persisted irrespective of efforts at closure. If ne- 
phrectomy is performed after infection has been 
controlled, the primary loin lesion has subsided, 
and the fistula is small, there is reasonable prob- 
ability that the opening in the colon will close. 


To prevent recurrence after closure of the 
colonic fistula, adequate drainage of the site is 
essential. The wound is loosely closed and, 24 
to 48 hours later, fine tubes, preferably soft 
urethral catheters No. 10 to 12 F, or Dakin 
tubes, are introduced well into the wound. 
Through these, a solution of tetracyn 1 gram, 
penicillin 500,000 units in 1,000 cubic centi- 
meters of saline solution, or aqueous zephiran or 
streptokinase are introduced intermittently. Exit 
tubes or open drains are provided to avoid over- 
distention or pressure. The same measures are 
observed in cases of fecal fistula following ne- 
phrectomy. A general antibiotic is also used. 

However, the closure is not likely to heal fol- 
lowing such treatment if the fistula is large and 
the bowel wall is inflamed and necrotic, or if the 
condition of the patient makes it necessary to 
operate before the infection is fully controlled. 
Under such circumstances, it may be necessary 
to resect the colon. A transverse incision gives the 
best access to both the loin and the peritoneal 
cavity. With the patient turned slightly to the 
opposite side and supported under the shoulders 
and buttocks, the incision is started from the 
erector spinae, running transversely or slightly 
obliquely just below the costal margin and across 
the abdomen to or beyond the border of the 
rectus abdominis. By packing carefully, the peri- 
toneal space can be safely entered either before 
or after the loin space is entered. 


CANCER OF THE COLON AND KIDNEY 


While benign lesions concurrently affecting the 
colon and the kidney usually originate in the 
kidney, the colon is nearly always the organ in 
which cancer affecting both originates. Cancer of 
the colon may involve the kidney in any of three 
ways: (1) by direct extension from an area of the 
colon adjacent to the kidney; (2) by metastasis to 
the kidney, irrespective of the site in the colon, 
and rarely metastasis from the kidney to the colon 
(42); and (3) by direct involvement of the ureter, 
which may occasionally demand surgery of the 
kidney. 

In an extensive search of the literature we have 
found no reports of direct extension of cancer of 
the colon to the kidney. We are reporting one 
case herewith in detail and a second case furnish- 
ed to us by Pack (49). Since Grossi (28) includes 
the kidney in a list of organs to which cancer of 
the colon may adhere, undoubtedly others have 
been observed. In this connection it is well to 
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recall the recommendations of Glass and Garlok 
(24), and others that because of the danger of 
undetected cancer cells, it is advisable to resect 
an organ to which cancer is adherent even though 
actual invasion cannot be demonstrated. Metas- 
tases to the kidney from the colon have been re- 
ported by Barringer (5), Brown and Warren 
(12), Mayo and Schlicke (43), and others, but 
are not as common as metastases to many other 
organs. Kleinman (38) collected 20 cases of me- 
tastasis from the colon to the ureter and reported 
an additional case of his own. 

Direct involvement of the ureter is much more 
common. Ordinarily the ureter is resected and a 
ureterointestinal anastomosis is performed. When 
the resection of the ureter is too extensive to per- 
mit this procedure, Pack (49) ties off the ureter, 
allowing the kidney to atrophy; usually this oc- 
curs without complications, but in about 15 per 
cent of the cases nephrectomy must be carried out 
later. 

While the exact extent and fixation of the can- 
cer cannot be determined before operation, a 
careful diagnostic survey will establish the organ 
in which it is situated and the general relation- 
ship of the tumor to other structures. The scope 
of surgery for cancer of the colon and kidney is 
being progressively enlarged, and consequently 
also the number of radical operations at the dis- 
posal of the surgeon. The literature on diagnosis 
and treatment of these lesions is extensive and 
readily accessible, and beyond the scope of this 
article. Each surgeon inevitably selects or com- 
bines such measures as seem best suited to his 
particular cases. The importance of adequate 
exposure, however, needs emphasis, especially 
when tumors tend to extend. For concurrent 
cancer of the colon and kidney, transperitoneal 
resection or the combined thoracolumbar ap- 
proaches of Chute (15), or Nagamutso (47), have 
proved especially useful. 


REPORT OF CASES 


Case 1 (35). An 8 year old girl was admitted 
with a 3 year history of abdominal pain and 
vomiting and a diagnosis made from an intrave- 
nous urogram of hydronephrosis with a reduced 
output of dye. On admission cystoscopy showed 
a reddened left ureteral opening with obstruction 
6 centimeters below the renal pelvis, and only a 
slight excretion of indigo carmine. Cultures dis- 
closed the Staphylococcus aureus. The left pye- 
logram showed a renal pelvis of 7 by 5 centi- 
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meters, dilated calyxes, a thin cortex, and a 2 
hour retention of dye. At nephrectomy a peri- 
nephritic abscess was found extending to the 
pelvic fossa in front of the peritoneum which 
covered the colon and rectosigmoid, and the 
cortex of the kidney was perforated in two places. 
On the third day after operation, fecal matter 
was found in the purulent drainage from the 
wound. Regular Carol-Dakin drainage was car- 
ried out for 8 days and fecal drainage for 60 days, 
at which time the wound was well healed. The 
patient has remained well. 

Case 2. A 63 year old woman, with mental 
confusion and other conditions following cerebral 
thrombosis, was admitted with a history of re- 
current abdominal pain, a weight loss of 20 
pounds in a year, and vomiting for 3 days. Hy- 
pertensive cardiovascular disease with fibrillation 
was controlled by digitalis. Rectal examination 
revealed a firm, smooth mass high in the hollow 
of the sacrum. Roentgenograms led to a diagnosis 
of intestinal obstruction from cancer of the recto- 
sigmoid. At exploratory laparotomy, a large firm 
mass was felt along the descending colon to the 
rectosigmoid, apparently fixed to the colon and 
peritoneum, and compressing the colon. A loop 
of ileum with the proximal portion markedly 
dilated was adherent to the mass, and the colon 
proximal to the splenic flexure was also dilated. 
An ileostomy was performed and also a trans- 
verse colostomy. Biopsy of the adherent omentum 
showed no malignant changes. Both clinical signs 
and roentgenography showed relief from the in- 
testinal obstruction. Intravenous urograms on 
the ninth day led to a revised diagnosis of pyone- 
phrosis with calculi. Twenty-three days after 
admission a mass was found adherent to the 
peritoneum and over the aorta. While the lower 
pole of the kidney was being freed, the dilated 
cortex ruptured, discharging about 200 cubic 
centimeters of thick pus and a 2 centimeter calcu- 
lus. The large thickened ureter was sectioned just 
above the iliac crossing. Cultures of the kidney re- 
vealed Escherichia, and the pathologist reported 
pyelonephritis, atrophy and fibrosis of the tu- 
bules, hyalinization of the glomeruli, local lipid 
deposition, and advanced atherosclerosis. The 
colostomy was closed later after the spur was 
crushed. One year later the patient was free from 
gastric and urologic symptoms. 

Case 3. A 53 year old woman was admitted 
with a 4 months’ history of bloating and gradual 
development of flatulence, anorexia, vomiting, 
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crampy abdominal pain, increasing constipation, 
and reduced caliber of the stools. For a month a 
Jump in the upper left side of the abdomen had 
been growing, and had become tender and pain- 
ful. She had lost 15 pounds. A smooth, hard mass 
was felt in the loin, extending almost to the umbili- 
cus, and blood was found in the stool. Roentgen- 
ograms of the chest showed a shadow at the lower 
pole of the left kidney, and intravenous urograms 
disclosed delayed excretion and poor visualiza- 
tion of the pelvis and upper calyxes. An annular 
filling defect was revealed by the barium enema. 
At laparotomy a tumor was found extending from 
the splenic flexure downward about 20 centi- 
meters and adhering to the lateral peritoneum 
and perineal fascia. The kidney was small and 
smooth, and the peritoneum covering it was at- 
tached to the tumor. The tumor and kidney were 
resected by block dissection in one mass with the 
involved peritoneum, and the bowel was closed 
by end-to-end anastomosis between the distal 
transverse colon and the proximal sigmoid. The 
pathologist reported infiltrating annular adeno- 
carcinoma completely penetrating the bowel, 
but without lymph node invasion or invasion of 
the kidney. Eight years after operation, clinical 
and roentgenographic examination showed that 
the patient was free from cancer. 


CONCLUSION 


Lesions directly associating the colon and kid- 
ney are rare. They include renocolic fistulas 
originating in acute benign disease of the kidney, 
penetration of the kidney by ingested foreign 
bodies from the adjacent colon, postnephrectomy 
fecal fistula, and involvement of the kidney or 
ureter by colonic cancer. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 


HEAD 


The Operative Correction of Angular Face Deformity 
Due to Hyperplasia of the Masseter Muscle and 
Prominent Angle of the Mandible (Operative 
Korrektur eckiger Gesichtsformen bei Masseterhyper- 
plasie und prominentem Unterkieferwinkel). Heinz 
GevskE. Langenbecks Arch. u. Deut. Sschr. Chir., 1958, 
288: 248. 

THE AUTHOR shows a number of illustrations made 
before and after operation on individuals with a 
markedly angular face with great prominence of the 
soft tissues over the angle of the mandible, which he 
feels is often due to hyperplasia of the masseter muscle 
itself and an abnormal pointing out of the angle of the 
jaw, which makes the masseter muscle even more 
prominent. He notes that this condition may be uni- 
lateral and also points out that several of his patients 
were diagnosed as having parotid tumors or other 
conditions that he describes. 

His operative technique is rather simple. An in- 
cision under the angle of the jaw enables him to do an 
osteotomy of the angle of the mandible, and actually 
resect a portion of the bone and of the masseter mus- 
cle. The latter is then tacked down over the raw 
surface of the bone. 

Some of his illustrations suggest that this operative 
undertaking is, at times, indicated for these people. 

—Robert C. Combs, M.D. 


EYE 


The Sources of Fibroblasts in Corneal Wound Repair; 
A Quantitative Analysis. Vircinia L. Wemmar. Arch. 
Ophth., Chic., 1958, 60: 93. 

THE PRESENT sTUDY has been made to determine the 

extent to which transformed corneal stromal cells and 

their mitosis supply healing wounds with fibroblasts. 

In a previous study the corneal stromal cells were 

found to change into fibroblasts during the first 24 

hours. The work of the author shows that corneal cell 

transformation provides about 35 per cent of the 
fibroblasts found. The remaining 65 per cent are 
accounted for by the transformation of monocytes to 
fibroblasts. Adult white rats were used in the experi- 
ment and a 2 mm. wound was made in the center of 
the cornea and the healing process studied under oil- 
immersion with and without colchicine treatment. 
The monocytes were found to change 12 hours post- 


321 


operatively and the various stages of transformation 
were easily followed. —Earl H. Merz, M.D. 


The Prognosis of Primary Tumors of the Iris Treated 
by Iridectomy. Benjamin Rones and Lorenz E. 
ZIMMERMAN. Arch. Ophth., Chic., 1958, 60: 193. 


‘TUMORS OF THE IRIs are different from tumors of the 
ciliary body or choroid. They present different prob- 
lems in diagnosis, treatment, and in the question of 
malignancy. The ratio of tumors of the ciliary body 
and choroid to tumors of the iris is 15 to 1. 

The purpose of this study was to evaluate surgical 
iridectomy for tumors of the iris. One hundred and 
twenty-five patients with tumors of the iris who had 
had iridectomy were studied. The diagnosis, follow- 
up, and malignancy were determined. 

The tumors were of three main types: (1) spindle 
cell A, (2) spindle B, and (3) epithelioid. Deaths from 
tumor were so rare that the exact cell type was hard to 
determine. Metastases were rare. 

If the iris tumors are small and discrete and do not 
involve the ciliary body, iridectomy is the procedure 
of choice. Surgery is advised when evidence of growth 
appears. 

Enucleation is not justified simply because a diag- 
nosis of “malignant melanoma” is made from the 
specimen. 

Conservatism is recommended in the management 
of tumors of the iris because they usually do not affect 
the patient’s life expectancy. — Earl H. Merz, M.D. 


The Scleral Buckling Procedures. C. L. ScHEPEns, 
I. D. Oxamura, and R. J. Brocxuurst. Arch. Ophth., 
Chic., 1958, 60: 84. 


‘Tus 1s the second article in a series and covers the 
management of technical difficulties in atypical cases 
of scleral buckling and difficulties encountered at 
the end of the procedure. 

Excessive scleral thinness, as equatorial staphyloma, 
may prohibit resection and then light diathermy 
should be done as usual and the buckling completed 
without resection: A small polyethylene plate should 
be notched and slipped under both ends of each 
mattress suture to protect the sclera and prevent cut- 
ting. The plate is smoothed out with forceps as the 
suture is drawn tight. Long scleral bites may be needed 
and, if the sutures lie within 10 mm. of the limbus, 
knots should be placed at the posterior rather than 
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the anterior end. If the thinness exists throughout the 
globe, a circling tube must be used. To avoid choroidal 
hernia and rupture, undue pressure may be reduced 
by (a) releasing subretinal fluid through a very small 
opening or by (b) careful keratocentesis. If the 
choroid bulges at the edge of the scleral resection, 
toothed forceps should be used to lift the sclera and 
the suture bite passed parallel to the resection edge 
rather than perpendicularly through it. A small curved 
needle, as the Grieshaber No. 82/5, and a fine curved 
needle holder assist in the placement of deep posterior 
sutures. 

When vortex veins interfere with the buckling site 
(a) superficial resection may be carried on carefully 
about them, (b) the course of resection may be 
deflected to avoid them, or (c) one or two veins may 
be obliterated by diathermy and then tied a few 
millimeters from the point of emergence. 

When ophthalmoscopy at the end of buckling shows 
the hole to be on the posterior edge of the buckle, the 
sutures must be loosened and the scleral area under- 
mined posteriorly. A larger polyethylene ‘“‘sleeve” 
may be passed over the encircling tube, or additional 
“‘trap-doors”’ extended posteriorly to cover the involved 
area. For this reason second or double knots should 
not be secured until a final ophthalmoscopic check 
has been made. —Arthur H. Keeney, M.D 


Diathermy or Scleral Resection. JosepH A. C. Wans- 
wortH. Arch. Ophth., Chic., 1958, 60: 258. 


RETINAL DETACHMENTS can be cured by diathermy or 
scleral shortening procedures because in each the 
effects are similar: 

1. Shortening the sclera 

2. Reduction in volume of the eye 

3. Closure of the retinal hole. 
The author shows that diathermy alone is the opera- 
tion of choice in many cases. Freshly enucleated eyes 
treated with diathermy shortened the sclera up to 3 
mm. and reduced the volume up to one cubic centi- 
meter. The scleral buckling alone will not cure a 
detachment; diathermy is necessary to seal the hole 
and cause adhesions between the retina and the 
choroid. 

The use of vitreous implantation was strongly ad- 
vised to prevent vitreous strands that cause further 
detachment by traction. —FEarl H. Merz, M.D. 


Factors Influencing the Blood Volume of the Choroid 
and Retina, Jerome W. Berrman and Vicror FEL- 
Lows. Am. 7. Ophth., 1958, 46: 1. 


Tuis srupy from Stanford University presents data 
from 170 cats in regard to alterations of the blood 
volume in the choroid, as detected with a Geiger 
Muller tube after the infusion of kitten red blood cells 
which had been incubated with radioactive phospho- 
rus prior to injection. Changes in the level of the 
counts per second over the sclera are approximated 
in units of 5 from 5 to 30 and reported over periods of 
observation from 30 to 110 minutes following the 
addition of trial agents to animals which had previ- 
ously received the infusions of washed but radioactive 
red blood cells. 

The groups of agents under study are classified as 
(a) direct depressants of the vascular smooth muscle, 


(b) peripheral adrenergic-blocking agents, (c) auto- 
nomic ganglion-blocking agents, (d) centrally-acting 
sympathetic inhibitors, (e) parasympathomimetic 
drugs, (f) sympathomimetic drugs, (g) antihyper- 
tensives with mixed or unknown actions, (h) mechan- 
ical or surgical procedures, and (i) tobacco smoke. 
The results are proposed as a guide to possible 
clinical management in conditions resulting from im- 
paired vascular flow in the retina and choroid. They 
showed that the most sustained and significant in- 
crease in choroidal blood volume was achieved fol- 
lowing retrobulbar injection of 2 c.c. of 2 per cent 
procaine (there was no significant effect from weaker 
doses), or following the breathing of 10 per cent 
carbon dioxide in air or oxygen. The retrobulbar 
injection of tolazoline and aminophylline also gave 
significant and sustained increase in the choroidal 
blood volume. Paracentesis to the point of draining 
essentially all of the aqueous content from the an- 
terior chamber, as well as the application of cold to 
the extremities, also gave increased blood volume. 
Tolazoline and aminophylline had very little effect 
when administered systemically. It was disappointing 
to the authors that ethyl alcohol had no effect on intra- 
ocular blood volume as well as the hexamethonium 
group and nicotine. Sodium nitrite given intraven- 
ously and amyl nitrate given by inhalation had no 
more than a transient effect of minor degree. Retro- 
bulbar injection of saline solution as a control proce- 
dure produced no effect on the choroidal volume. 
Parasympathomimetic drugs, such as acetylcholine 
and methacholine, resulted in a decrease in the intra- 
ocular blood volume when given systemically or by 
the retrobulbar route. The antihypertensive drugs, as 
particularly exemplified by rauwolfia, were found to 
be devoid of any effects on the intraocular blood 
volume. —Arthur H. Keeney, M.D. 


NOSE AND SINUSES 


Vascular Ligation in Instances of Very Severe 
Epistaxis (Zur Gefaessligatur bei schwerster Epi- 
staxis). B. Kecut. Wien. med. Wschr., 1958, 108: 532. 

ALTHOUGH the author admits that 90 per cent of nose- 
bleeds are from the anterior region of the septum and 
are not likely to endanger life, he emphasizes the prob- 
lems frequently encountered in the remaining 10 per 
cent. The most important aspect of the problem is 
avoidance of the dangerous ligation operations on the 
carotid arteries in the neck. 

Three cases are cited from the author’s experience 
during World War II. The bleeding was controlled in 
one instance by preliminary ligation after the method 
of Seiffert. In another, ligation of the external carotid 
artery was successful. In the third patient the bleed- 
ing was stopped by ligation of the ethmoidal arteries. 

Recently a case was encountered which illustrated 
many of the difficulties peculiar to bleeding originat- 
ing in the larger arteries deep in the nasal cavities and 
the accessory sinuses. 

The patient was a 32 year old postman who suf- 
fered a fractured nose in a traffic accident. Six days 
later the nose began to bleed with a continuous spurt- 
ing of blood. The hemorrhage ceased with the ad- 
ininistration of vitamin K. After 4 hours repetition of 
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the bleeding was again controlled by an injection. The 
following day the episode was repeated and the pa- 
tient was transferred to the hospital at Linz, Austria. 
Here it was determined that the bleeding was coming 
from the left ethmoidal region. 

Two attempts at controlling the bleeding by tam- 
ponade failed; the erythrocyte count sank to 2.8 mil- 
lions, the hemoglobin to 50 per cent, and the hemato- 
crit to 28. f 

Under intubation anesthesia a Jansen-Ritter opera- 
tion was performed. There was a fracture of the floor 
of the frontal sinus, extending into the region of the 
left ethmoid. 

Ligation of the ethmoid arteries on the left side was 
carried out by the technique of Frenzel-Goodyear 
(Laryngoscope, 1937, 47: 97), lateral to the lamina 
papyracea. The frontal sinus was drained into the left 
nasal cavity. The external wound was closed without 
drainage. 

On the second day after operation the drain was re- 
moved and the blood in the left maxillary sinus evacu- 
ated by washing. The patient was given 400,000 units 
of omnacillin, and was afebrile on the third day. 

Convalescence was uneventful, except for some 
temporary clouding of the right frontal sinus. The 
patient returned to his occupation approximately one 
month after the operation. 

This case shows that after frontoethmoidal frac- 
tures tamponade may not be sufficient to control 
dangerous epistaxis and that no time should be lost 
in deciding on vascular ligation. It should be as near 
the location of the injury as possible. 

When anemia has exceeded a certain point even a 
slight additional loss of blood may bring about death 
of the patient. — John W. Brennan, M.D. 


Lengthening of the Columella by Use of Skin from 
the Nasal Floor and Alae. THomas D. Cronin. 
Plastic G Reconstr. Surg., 1958, 21: 417. 


TypIcALLy, a short columella is usually associated 
with congenital defects such as double cleft lip or the 
syndrome characterized by a flat nose and retrusion 
of the mandible. It may also be acquired through 
trauma or disease. The most commonly used method 
to correct this deformity is credited to Gensoul. A flap 
of skin from the philtrum of the lip is advanced into 
the columella. But while this gives satisfactory length- 
ening of the columella, it results in a tight short lip 
which may require further correction. Also, the 
philtral flap is likely to be bulky in the middle and 
thin at the base, whereas normally the base is broad 
and pyramidal. 

Independently, the author has devised an operation 
utilizing the skin of the floor of the nose to lengthen 
the columella. Carter and, later, Converse are 
credited with having utilized a similar source of skin 
for this procedure. It is thought that this operation is 
superior because the extra width of the nose and 
excessive length of the alae seen in individuals with 
double clefts can be corrected at the same time. 

Bipedicled flaps based medially on the columella 
and laterally on the alae are formed. The inner 
incision, which separates the columella from the 
septum, is continued laterally and posteriorly as it 
crosses the floor of the nose, thus making the flaps 
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Fic. 1 (Cronin). In lengthening the short columella 


associated with double cleft lip, the lower cut is made 
parallel to the skin surface. 


progressively wider laterally. If the alae are of exces- 
sive length, a wedge involving only the outer one-half 
of the thickness of the ala is excised from the base 
(Fig. 1). After thorough undermining, the flaps are 
advanced to the midline and sutured together, to 
lengthen the columella. With the medial displacement 
of the alae, excess skin will be present on the lip side 
of the incision. This can be shortened through the 
original cleft lip incisions, with the opportunity of 
revising these old scars. Finally, if additional support is 
required for the tip, a post of cartilage or other ma- 
terial may be inserted at the same time, although this 
is usually not required in the double cleft patients. 
In the congenital flat nose syndrome, shortening of the 
alae is not necessary, but additional supporting ma- 
terial is recommended. _ 

Seventeen cases have been repaired by this method 
with satisfactory lengthening of the columella. Pre- 
operative and postoperative photographs illustrate the 
excellent results very well. —Carl Schiller, M.D. 


NECK 


Thyrotoxic Crisis and Its Therapy with Special Con- 
sideration of Hibernation (Die thyreotoxische Krise 
und ihre Therapie unter Berucksichtigung der Winter- 
schlafbehandlung). H. G. HoHMANN und R. ENZEN- 
a Langenbecks Arch. u. Deut. &schr. Chir., 1958, 288: 

87. 


THE AUTHOR recognizes that thyrotoxic crisis following 
surgery for Graves’ disease is rare since the work of 
Plummer and Boothby in 1924 pointed out the 
importance of preoperative preparation with iodine. 
It brings out, however, that thyrotoxic crisis can 
occur in persons who have Graves’ disease which is 
perhaps not yet recognized. In these people, the 
crisis may be precipitated by a simple upper respira- 
tory infection, the onset of other disease, or surgery 
for some condition other than the thyroid disease. 
This does happen and the onset of thyrotoxic crisis 
is as severe and serious today as it previously was in 
the unprepared patient with Graves’ disease. 

Typically, the onset is slow, consisting of restlessness 
which is followed by confusion, vomiting, diarrhea, 
and the general loss of muscle tone. The skin becomes 
hot, dry, and red; later, cyanosis is observed. Insomnia 
and tachycardia develop and lead to cardiac dilata- 
tion with a marked rise in temperature, and often 
death from heart failure follows in 48 hours. 
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The author discusses the pathogenesis of this con- 
dition, mentioning that perhaps manipulation of the 
toxic gland at surgery might account for it in the 
classical case. He feels that sometimes excitement is 
enough to precipitate a crisis. He quotes his own 
observation and those of others that the blood iodine 
is not elevated during the crisis but is rather lower. 
The electrocardiogram approaches that seen in 
myxedema. Sauerbruch thought that the condition 
was due to a drop in the circulating thyroxin. In 
any event, there seems to be some connection between 
adrenal failure and a thyroid crisis. Blood sugar levels 
are not abnormal. Potassium is not altered. He notes 
that patients with Graves’ disease are sensitive to 
adrenalin. Again he points out a similarity to the 
crisis of a pheochromocytoma. He concludes his 
discussion of the pathogenesis of the condition by 
saying that we do not at present know tie reason, but 
feel that if much of the early work were repeated with 
our present knowledge of adrenal function, that a 
more clear-cut understanding could be obtained. 

As far as therapy is concerned, he points out that 
some have used thyroxin on the basis that the blood 
thyroxin is low during the time of the crisis. He 
recognizes, of course, the great value of iodine in 
preventing the condition, and stresses the use of 
iodine during the time of the crisis. Supportive 
measures, such as intravenous fluids, exchange trans- 
fusions, the use of ACTH, the use of digitalis and 
quinidine to treat the circulatory difficulties, are 
all important. He questions the value of Rauwolfia 
which has been used. He reports that some feel that 
lumbar block to minimize the adrenal function has 
been valuable. He then outlines the use of hibernation 
as developed by Laborit. He feels that with the first 
suspicion of an impending crisis, which may be a 
rise in temperature, the patient should be given the 
lytic cocktail as described by Laborit. Ice bags should 
be applied, oxygen should be given, and intravenous 
injection started. If there is any question, an endo- 
tracheal tube should be inserted and the patient 
observed most carefully. Should an endotracheal 
tube be needed for longer than 24 hours, he feels 
that a tracheotomy should be done and the endo- 
tracheal tube removed. Ordinarily 2 to 4 days of 
therapy will see the patient through the crisis. 

He reports on 383 thyroidectomies. Fifty-two of 
these were done on patients with Graves’ disease, and 
4 patients developed a thyroid crisis; 3 of the 4 had 
not received iodine preoperatively and died. A fourth 
patient had received iodine preoperatively, but did 
develop a thyroid crisis. Of the 4 patients treated 
by hibernation, only the fourth lived. 

The author emphasizes the danger of a thyroid 
crisis coming on in individuals with unrecognized 
Graves’ disease following surgery for some other 
condition, or associated with the onset of another 
disease. —Robert C. Combs, M.D. 


Surgery for Hyperthyroidism (Enquéte sur la chirur- 
gie de ’hyperthyroidisme. A propos de 984 thyroidec- 
tomies), R. PEycELon and P. RepLumaz. Lyon Chir., 
1958, 54: 520. 


THE auTHors have performed 2,777 thyroidectomies 
between the years 1932 and 1957. Nine hundred 


eighty-four of these were done for hyperthyroidism. 
Only 9 per cent of the patients were males. Two 
peaks of age incidence were observed—below 30 
years and between 40 and 60 years. No particular 
effort was made to distinguish the diffuse from the 
nodular goitrous enlargements. Bilateral subtotal 
thyroidectomy was performed in the majority of 
cases. Only 55 patients with unilateral adenomas had 
hemithyroidectomies. Fifty-seven patients died (5.6 
per cent). 

Of 14 patients who died during operation, 3 suffo- 
cated because of excessively large hematoma and 11 
died in cardiorespiratory accidents. 

Fifteen patients had grave thyrotoxic cardiac in- 
volvement; they died from cardiac failure within 
hours after surgery. 

Twenty-seven patients expired during their post- 
operative thyroid crises. Patients under 40 have the 
lowest mortality. Concerning the long term results, 
the authors were able to collect adequate follow-up 
data from 763 patients. They were excellent in 392 
patients and good in 288. The remainder were not 
stated. This indicates 90 per cent excellent and good 
results among the 763 patients with follow-up. 

Separating the results in the more severe types of 
hyperthyroidism, the following were seen: toxic 
cardiac involvement, 65 patients, 100 per cent ex- 
cellent and good results; thyrotoxic myopathy, 24 
patients, 100 per cent excellent and good results; 
and severe edematous exophthalmus, 10 patients, 
100 per cent excellent and good results. The following 
complications were observed: myxedema, 8 patients; 
tetany, 3 patients; persistent recurrent nerve paral- 
ysis, 8 patients. The 11 cases of myxedema and 
tetany responded excellently to conservative medical 
management. 

The following types of therapeutic failures were 
seen: (1) persistent hyperthyroidism, 8 patients; 
(2) recurrent hyperthyroidism, 17 patients; (3) 
residual exophthalmos, 33 patients; and (4) progressive 
malignant exophthalmos, 1 patient. 

In conclusion, the authors postulate the following 
operative contraindications: (1) acute galloping 
forms, (2) hyperthyroid psychoses, and (3) patients 
with severe ocular involvement. 

Operative indications consist of: (1) goitrous forms, 
(2) resistance to medical management, and (3) 
incipient cardiac involvement despite adequate 
medical management. 

The authors believe that juvenile and infantile 
hyperthyroidism should rarely be operated upon. 
The myopathic forms respond very well to surgical 
management. In the authors’ experience male hyper- 
thyroidism is rare (only 9 per cent). These patients 
have an unusually difficult postoperative course and 
high mortality rate (13 of 86). A particularly careful 
preoperative evaluation and preparation is necessary. 

Finally, it is reasonable and feasible to reoperate 
upon recurrent cases. Fourteen reoperations gave 
8 good results. —Gunars Medins, M.D. 


Bilateral Thyrotomy Revaluation After 8 Years. 

Josepu I. Kemer. Arch. Otolar., Chic., 1958, 68: 22. 
THE FIRST EFFORTS to eradicate carcinoma of the 
larynx in 1870 were so unsuccessful that the operation 
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was discouraged. However, as cases were more care- 
fully selected for thyrotomy, the results became more 
encouraging. 

The indications for the operation are a carcinoma 
situated in the anterior two-thirds of the larynx, 
limited to one cord but without fixation. Good results 
are obtained even if the disease has spread across the 
anterior commissure or extended upward to the 
ventricle and ventricular band provided there is 0.5 
inch of healthy tissue surrounding the tumor. 

Malignant growths of the larynx are usually squa- 
mous cell carcinomas arising from the squamous 
epithelium of the anterior part of the vocal cord, 
which progress slowly by extension and metastasize 
late. 

The vocal cords arise by tendons from the thyroid 
cartilage in the depth of the anterior angle from a 
common nodule or 1.5 mm. apart. These tendons be- 
gin above the false cords and extend below the true 
ones and contain lymphatics and blood vessels. Later- 
ally the perichondrium is not firmly attached to the 
cartilage. While the cartilages are highly resistant to 
the invasion of tumor, the presence of the anterior 
tendons and their extension into the crista may ex- 
plain some recurrences of carcinoma of the vocal 
cords following the midline incision. If the cancer 
spreads downward, it may escape through the crico- 
thyroid membrane. 

The technique of thyrotomy is presented. The oper- 
ation may be done under general or local anesthesia. 
A midline incision is made from the hyoid bone to 
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just below the cricoid cartilage. This is carried down 
to the thyroid cartilage without dissection of the flaps. 
The external perichondrium is incised in the midline 
and dissected on each side for 1 cm. The cartilage is 
incised 1 cm. from the midline on each side down to 
the inner perichondrium. The inner perichondrium 
of the involved side is separated from the rest of the ala 
with a perichondrial elevator. The inside of the larynx 
is anesthetized with a few drops of 2 per cent ponto- 
caine. A horizontal incision,is made into the mem- 
brane along the upper edge of the cricoid cartilage 
from the involved side to the opposite and extended 
up the uninvolved side through the denuded inner 
perichondrium to the top of the thyroid cartilage, then 
across the thyroid notch to the opposite side. The 
larynx is opened as the crista is folded back to expose 
the tumor. The mucosa of the involved side is cut 
with a straight scissors as far back as the arytenoid 
area. The specimen including the tumor is removed 
en masse. The wound is closed by suturing the outer 
perichondrium and the muscles and the skin are su- 
tured over that. 

This study includes 8 years of observation and the 
following conclusions are drawn: The operation is 
ideal in the normal-sized male larynx. The tumor 
should be limited to one cord and to the anterior two- 
thirds of that cord. The cords should be freely mov- 
able and no glands palpable. The operation is not 
advised for women because of their normally smaller 
laryngeal opening. The results were good with many 5 
year cures. —James M. Brooks, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


On the Possible Relationship of the Site of Glial Ab- 
normalities in the Malformed Fetal Mouse Brain to 
That in the Human Infant. Goro Snmrrota. Arch. 
jap. Chir., 1958, 27: 579. 


THE DISTRIBUTION and stage of development of glial 
cells in the brains of normal 19 day old fetal mice are 
compared with the same findings in 19 day old fetal 
mice of a hybrid strain which had grown in mother 
mice who, in turn, had received intravenous injections 
of trypan blue on the eighth day of pregnancy. The 
latter technique, after Murakami, succeeds in produc- 
ing various malformations of the central nervous 
system in the fetuses of the animals so injected. The 
technique is described briefly and a detailed statement 
of the distribution and development of the cells in the 
various portions of the central nervous system in each 
group follows. 

The gross abnormalities of the brain in the fetuses 
taken from mothers who had received the trypan 
blue injections took the form of pseudencephaly and 
dysraphia. A description of the gross appearance of 
the malformation was then given, followed by a com- 
parison of the histologic features with emphasis upon 
the cell type and distribution in the various parts of 
the central nervous tissue. 

While no noticeable malformation was seen macro- 
scopically in this group of fetuses, a fairly high 
percentage of abnormalities was demonstrated histo- 
logically. The microscopic abnormalities were usually 
found caudal to the mesencephalic aqueduct and 
usually took the form of abnormal accumulations of 
immature apolar cells in the subependymal layer of 
the fourth ventricle, especially around the median 
sulcus. Similar findings were found in the normal 
fetuses, but in the abnormal group they were found in 
higher degree and over wider areas. 

In the normal fetus group, the immature glial cells 
which were found were comparable to similar findings 
in human fetal brains. 

The most susceptible places of the mouse brain to 
the influence of trypan blue corresponded fairly well 
with the sites of glioma in the human infant. 

—W. Eugene Stern, M.D. 


Some Methodological Aspects of Psychologicopsychi- 
atric Investigation of Traumatic Head Injuries. 
Mats Gruvstap and Lars Kespon. Acta Soc. med. 
Upsaliensis, 1958, 63: 88. 


THE AUTHORS emphasize the need for standardizing 
psychometric and psychiatric examining methods 
for assessing head injuries. 

First, they examined 10 acute cases of cerebral 
concussion at a time when the patients were able 
to be seated. Second, a heterogenous group of 15 
patients with postconcussion problems from the psy- 
chiatric department underwent the same examina- 
tions. Finally, a group of 200 healthy individuals were 
selected at random to serve as control subjects. All 


patients were subjected to a psychiatric exploration, 
neurological examinations, and psychometric studies. 
The type of test applied and the comparison of the 
results from the tests in the 3 groups are given. 

In the psychiatric analysis, the psychomotility and 
energetic capacity were vulnerable to the condition 
of injury under study. In the psychometric examina- 
tion, the speed and flexibility of certain perceptual 
functions were most vulnerable and were correlated 
with the clinical data, principally the duration of 
the posttraumatic amnesia. 

—W. Eugene Stern, M.D. 


Social and Psychiatric Aspects of Pretraumatic Per- 
sonality Poe Posttraumatic Insufficiency Reactions 
in Traumatic Head Injuries. Mats Gruvstap, Lars 
Kepson, and Gruvsrap. Acta Soc. med. 
Upsaliensis, 1958, 63: 101. 


AN INVESTIGATION of the relation between personality 
and head trauma is presented. Among 55 patients 
with cerebral concussion, the authors found 17 with 
pretraumatic mental instability, which represented a 
greater frequency than in the population at large. 
Ten patients with an acute cerebral concussion and 15 
with a chronic posttraumatic syndrome were exam- 
ined for evidence of previous psychiatric illness. 
Neurotic reactions, slight aberrations, or earlier psy- 
chiatric illness seemed to be irrelevant as to prognosis 
in some, whereas in others certain neurotic traits 
interfered with rehabilitation. 

The 25 patients comprising the acute and chronic 
groups fell into two categories: those with impaired 
rehabilitation and those with rapid and undisturbed 
rehabilitation. The psychiatric evaluation of each of 
these categories is presented and significant differences 
are observed and graphed. 

—W. Eugene Stern, M.D. 


Stereotaxic Landmarks of Central Gray Nuclei (A 
propos du repérage stéréotaxique des noyaux gris 
centraux). J. TALAIRACH and Tournoux. Neuro- 
chirurgia, 1958, 1: 88. 


Two MAIN PoINTs in the method of stereotaxic locali- 
zation are briefly discussed. 

Primary base lines are intended to provide an easy 
and precise method of localizing not only the corpus 
striatum but also the thalamus and the hypothalamic 
region by reference to a plane passing through the 
ventricular system. This method is of great value in 
orientation in regard to the globus pallidus and ad- 
joining structures. 

Secondary base lines also are of great service. The 
anteroposterior subdivisions facilitate localization in 


the long axis of the structures, because a gamut of 


variations is encountered when the localization is 
attempted by reference to a point or to an axis. 
Horizontal subdivisions, formed by equally spaced 
lines that are parallel to the bicommisural base line. 
allow the localization of structures in the vertical 
direction. 


326 


T 
d 
n 
0 
f 


ration, 
tudies, 
of the 
le 
ty and 
dition 
imina- 
eptual 
elated 
ion of 


{.D. 


c Per- 
ictions 
, LARS 
med, 


ality 
atients 
7? with 
nted a 
large. 
und 15 
exam- 
Ilness. 


psy- 


gnosis 
traits 


hronic 
paired 
urbed 
ach of 
rences 


lei (A 
x gris 
Neuro- 


locali- 


n easy 
-orpus 
ilamic 
th the 
lue in 
id ad- 


The 
ion in 
nut of 
ion is 
axis. 
paced 
e line. 
ertical 


The importance of variations in size and position 
of different structures is emphasized by the authors. 
The location of deep cerebral structures has been 
determined by various authors, either by giving 
numbered co-ordinates relating to a selected point, 
or by defining the smallest area occupied by a struc- 
ture and superimposing similar sections derived 
from various anatomic specimens. To overcome 
certain disadvantages of both methods, the authors 
have developed a new one, based on the use of pri- 
mary and secondary base lines. The areas of locations 
are always placed in the interior of the particular 
structure, but not always in the same part of that 
structure. They do not indicate the shape but give 
the general location of the structure. 

The authors’ method has created a genuine stereo- 
taxic anatomy developed for use in neurosurgery. 

— Joseph Narat, M.D. 


Urea—New Use of an Old Agent: Reduction of In- 
tracranial and Intraocular Pressure. MANUCHER 
Javip. Surg. Clin. N. America, 1958, August, p. 907. 


THE AUTHOR reports on his extensive clinical and 
experimental usage of urea in reducing intracranial 
pressure. It is of interest that this substance was first 
suggested by Fremont-Smith and Forbes in 1927, but 
apparently no study of it was made until the author 
and Settlage published their first report on its exper- 
imental use in 1956. Urea was first tried intravenously 
in monkeys and dogs and was well tolerated. In cats 
there was some slight toxicity. In the original study 
a 30 per cent solution was used in a 5 per cent dex- 
trose solution. There were occasional reactions of 
hemoglobinuria. Since the diluent solution was 
changed to 10 per cent invert sugar, no such reactions 
have occurred. Although various concentrations have 
been used, the most consistently good results are ob- 
tained with either 1 or 1.5 gram per kilogram body 
weight. If much weaker solutions are used it is neces- 
sary to give the solutions at a faster rate. 

The urea solutions have been given to more than 
300 patients with a variety of neurologic disturbances. 
The greatest percentage of cases have been those with 
intracranial neoplasms, but it has worked equally 
well in other cases. 

The article is replete with graphs showing the rather 
dramatic reduction in intracranial pressure. Direct 
observations at the operating table likewise revealed 
the reduction in brain volume. The clinical signifi- 
cance of this decrease in pressure was especially note- 
worthy during intracranial surgery. It is suggested 
that the injection be started approximately one hour 
before the brain is actually to be exposed since the 
maximal effect of the substance when given intra- 
venously occurs within about one hour of administra- 
tion. A rate of 60 drops per minute is better although 
it may be injected more rapidly. A fresh solution 
should be prepared by adding 70 ml. of the sterile 10 
per cent invert sugar in water to 30 grams of urea 
crystals or 210 ml. of invert sugar to 90 grams of 
urea. No other fluids should be given at this time. It 
is felt, however, that it should probably not be used 
in patients with poor renal function or active intra- 
cranial bleeding. 

The urea - has been used in long term 
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studies (of several months) without any deleterious 
effect. In many of these cases it has been given by the 
gastric route with good results although in some of 
these cases there was slight gastric irritation as sug- 
gested by regurgitation. However, this occurred usu- 
ally when large amounts were given rapidly. 

A photograph is shown of the retina in a patient 
with pseudotumor cerebri who was treated with urea 
daily over a period of 3 weeks. At this time the papil- 
ledema had completely resolved although several 
small hemorrhages persisted. When examined 14 
months later, she had no complaints and the fundi 
were normal. 

There were no systemic toxic effects when used in 
the suggested amounts and no complications have 
arisen. — Jack I. Woolf, M.D. 


Resection of the Temporal Lobe in Patients with Con- 
vulsive Disorders. Lyte A. Frencn. Minnesota M., 
1958, 41: 373. 


TWENTY-FIVE PATIENTS with medically uncontrolled 
temporal lobe seizures were subjected to surgical re- 
moval of a major portion of the temporal lobe and 
served as material for this report. 

The patients in this series were selected for surgery 
on the basis of having: (1) clinical evidence of tempo- 
ral lobe seizures without control by the usual anti- 
convulsant medications, and (2) assaultiveness as a 
conspicuous part of the seizures. Although this was not 
an indication for surgery, it is remarkable that ap- 
proximately 70 per cent of the patients exhibited ab- 
normal personality structures. 

Studies included skull roentgenography, angiog- 
raphy, pneumoencephalography, electroencephalog- 
raphy, and a battery of psychological tests. Invariably 
the electroencephalographic studies included a series 
of recordings made on successive days. This was 
necessary to be certain of lateralization of the focus. 
In 3 instances fine copper wire electrodes were in- 
serted through trephine holes in the skull into the 
depths of the temporal lobe. Electrodes were left in 
place over a period of 4 to 5 days during which time 
recordings were taken. A definite lateralizing focus 
was evident in each instance. 

The majority of electrical abnormalities in this series 
were recorded from the lateral surface of the temporal 
lobe and particularly from the midtemporal gyrus at 
the time of operation. After the confines of electro- 
encephalographic focus were felt to be delineated, 
resection en masse of that portion of the temporal 
lobe was performed. Resection was carried perpendic- 
ular to the surface of the brain, through the lateral 
ventricle, to the medial aspect of the temporal lobe so 
that the insula was visualized in its entirety. The free 
edge of the tentorium was visualized. In most in- 
stances the posterior margin resection was 7 to 9 cm. 
from the tip of the temporal lobe. Electrodes were 
then reapplied and electrographic recordings made 
along the margin of the excised area. When necessary, 
further excision was made until no electrical ab- 
normalities were evident. In one instance it was neces- 
sary to extend the posterior edge of the resection 14 
cm. from the tip of the lobe. Postoperatively all pa- 
tients were placed on dilantin (grains 1.5) and mebarol 
(grains 1.5) t.id. 
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The authors reported the following complications: 

One patient died 2 weeks postoperatively from a 
transfusion reaction. Two patients were aphasic for 3 
to 4 weeks postoperatively, but this cleared up 
rapidly, and they remained normal in all phases of 
speech. Homonymous hemianopsia developed in 4 
cases, and in 4 others a quadrantic visual field defect 
was present postoperatively. Two patients had tran- 
sient postoperative hemiparesis and 2 developed a 
moderately severe and persistent hemiparesis. 

Of the 24 patients who survived the operation, 12 
(50 per cent) have been free of seizures of all types. In 
no instance did the operative procedure aggravate the 
frequency or severity of the pre-existing seizure pat- 
tern. Furthermore, a total of 19 (79 per cent) have 
been relieved of their psychomotor seizures which 
were the chief indication for the temporal lobectomy. 

Careful postoperative personality studies were done 
in 9 of the 25 patients. Two of these were more dis- 
organized following surgery, 3 were unchanged, and 
4 were benefited. — Joseph Ransohoff, M.D. 


Cerebral Vasospasm; Clinical and Experimental 
Evidence. J. LAwRENCE PooL, SHERWOOD JACOBSON, 
and Tuomas A. Fietcuer. 7. Am. M. Ass., 1958, 167: 
1599, 


EXPERIMENTAL AND CLINICAL DATA of three different 
species of mammals and of man suggest that the larger 
cerebral arteries respond to trauma by vasoconstric- 
tion. Three per cent papaverine and 2 per cent pro- 
caine applied locally caused prompt vasodilatation. 
Intracarotid injections were ineffective. When given 
locally prior to inducing vasoconstriction by re- 
peated stroking of the vessels, both drugs protected 
the arteries against full response. Papaverine was rou- 
tinely more effective than procaine. The authors’ 
presume, therefore, that the smooth muscle response 
evoked by papaverine is more powerful than the 
neurogenic regulation of cerebral artery caliber 
affected by procaine. They conclude that the basal 
cerebral arteries react to trauma as do other arteries 
elsewhere, and that the response is similar for direct 
injury, rupture of an aneurysm, or perivascular 
hemorrhage. — Edward B. Schlesinger, M.D. 


Intracranial Aneurysm in the Geriatric Patient; Re- 

“sei of 3 Surgically Treated Patients. Epmunp A. 

MOLIK and Francis P. Nasu. 7. Am. M. Ass., 1958, 
167: 931. 


THE AUTHORS suggest that in a population of increas- 
ing longevity, an increasing number of arteriosclerotic 
intracranial aneurysms will be seen. They report the 
case histories of 3 patients in the seventh and eighth 
decades of life and briefly review the literature of 
previously reported cases of similar age groups and 
their management under thiopentone anesthesia. 

The authors do not consider advanced age a contra- 
indication to percutaneous carotid arteriography 
when performed under thiopental anesthesia with 50 
per cent diatrizoate solution as the contrast medium. 
Carotid ligation controlled by the Poppen-Blalock 
clamp was used with relief of the signs and symptoms 
in 2 of the reported cases. Supportive measures in- 
cluded a high concentration of oxygen, vitamin B, and 
papaverine, along with the judicious use of blood. 


The authors conclude that staged occlusion of the 
carotid artery in the aged is tolerated well, and is 
rational therapy for a lesion which may be more com- 
mon in the future. —Edward B. Schlesinger, M.D. 


Intracranial Aneurysms and Subarachnoid Hemor- 
rhage. C. Lancmarp. Néurochirurgia, 1958, 1: 73. 


Tuar not all subarachnoid hemorrhages are due to 
intracranial aneurysms, is shown by extensive statis- 
tics, which are based on angiographic findings. If 
bilateral carotid injections fail to demonstrate the 
source of the bleeding, an aneurysm may be disclosed 
by vertebral angiography. 

Statistics concerning aneurysm should register the 
following data: location of the lesion, its size, age of 
the patient, occurrence of rupture, the time that 
elapsed between the bleeding and institution of treat- 
ment and a description of the therapy and its effect. 

Because it is impossible to predict in each individual 
case whether the bleeding will recur, many workers 
advocate a direct attack on all aneurysms, except 
those below the carotid bifurcation, which are likely 
to benefit from carotid ligation. Multiple aneurysms 
are not considered a contraindication. 

Hypothermia reduces the risk of anoxia, thus con- 
tributing to the safety of the operation. 

— Joseph Narat, M.D. 


Extent of the Infarct in the Anterior Lobe of the Hu- 
man Pituitary Gland After Stalk Section. P. M. 
DantEL, Marjorie PricuHarp, and P. H. Scuurr. 
Lancet, Lond., 1958, 1: 1101. 


STALK SECTION of the hypophysis, compared to the 
surgical attempt at total removal, in the treatment of 
carcinoma elsewhere in the body, is, of course, the 
much simpler technique, but the question has arisen 
as to whether simple stalk section actually destroys the 
anterior lobe effectively. 

The authors point out that clinically the results 
seem to be as good following one method as the other, 
and they use as an illustration of the stalk section 
method the case of a 39 year old woman with wide- 
spread metastases from mammary carcinoma. Autopsy 
on this patient 3 weeks after operation showed ex- 
tensive necrosis of the anterior pituitary lobe except 
for the posterior half of the median part of the lobe 
and a zone of peripherally placed cells. These re- 
mained viable, but without any visible blood supply. 
Thus, section of the stalk will not cause complete 
necrosis of the anterior pituitary lobe in man. 

However, even in so-called “total” hypophysec- 
tomy, fragments of the lobe are almost always left 
behind, and yet these patients usually show good 
effects of the operation on the state of carcinomatosis. 
It seems apparent from animal experimentation that 
such surviving cells, left behind after either surgical 
technique, are so greatly reduced in number and have 
their secretory activity so reduced that they are not 
endocrinologically effective. _—John Martin, M.D. 


Intracerebral Hematomas (Ematomi intracerebrali). 
P. Frucont, G. DALLE Ore, and S. Briant. Chirurgia, 
Milano, 1957, 12: 1. 


In A REvIEW of the literature, the authors did not 
find agreement on the classification of nontraumatic, 
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also called spontaneous, intracerebral hematomas. 
This term is used for hematomas that are secondary 
to tumors, vascular malformations, and aneurysms. 
The hematomas are so classified because they are 
usually complications of a disease toward which the 
treatment is to be directed. The hematomas that 
are due to intracerebral hemorrhages in older pa- 
tients with hypertension and/or arteriosclerosis are 
not included since they are not a surgical problem. 
The term “spontaneous” is reserved strictly for those 
hematomas whose cause is unknown and whose 
treatment consists in surgical evacuation. 

In a 5 year period the authors performed 840 
surgical procedures, of which 34 were done as treat- 
ment of nontraumatic intracerebral hematomas. 
Analysis of these 34 cases reveals that 13 were spon- 
taneous, 2 secondary to rupture of saccular aneurysms, 
6 secondary to vascular malformations, and 13 had 
taken place within tumors of which 9 were glio- 
blastoma multiforme and 4 metastatic carcinoma. 
Particular attention is devoted to the spontaneous 
group, including the clinical manifestations. The 
treatment of choice should be evacuation of the 
hematoma through an osteoplastic flap. The prog- 
nosis is always good when opportune treatment is 
carried out. The importance of angiography as a 
diagnostic aid is emphasized not only in the spon- 
taneous type but in those secondary to ruptured 
aneurysm or vascular malformation, since an early 
diagnosis makes immediate treatment possible and 
this, according to the authors, improves the prognosis. 

—Ruben Brochner, M.D. 


Encephalotrigeminal Angiomatosis (Sturge-Weber 
Disease). A. F. Pererman, A. B. Haytes, M. B. 
Dockerty, and J. G. Love. 7. Am. M. Ass., 1958, 
167: 2169, 


A tora of 35 cases of encephalotrigeminal angio- 
matosis or Sturge-Weber Disease have been seen at 
the Mayo Clinic from 1935 to 1956. A clinical review 
of these cases reveals that the most common feature 
was convulsive disorder which was found in 31 cases 
(89 per cent). The second most common feature was 
dermal venous angioma in 30 cases (86 per cent). 
Abnormal roentgenographic findings were present in 
22 (63 per cent), mental retardation was found in 54 
per cent, ocular involvement in 37 per cent, and 
hemiplegia in 31 per cent. Diagnosis was usually made 
from two or more of the aforementioned findings, 
but every patient had either the facial nevus or the 
typical calcium deposits on the roentgenogram. 

The nevus was present at birth and usually did not 
progress. However, the intracranial calcification was 
not always present during infancy. In 2 cases roent- 
genograms made in infancy were normal, but later 
the roentgenograms of these patients revealed calcifi- 
cation. Obviously some of the cases were not seen in 
infancy and hence the frequency of calcification dur- 
ing infancy cannot be. specifically stated. Mental 
retardation was recognized on the initial examination 
in 12 patients and was found on follow-up in 7 more 
patients as the disease progressed. An electroencephal- 
ogram was abnormal in 25 out of 26 cases in which 
this test was performed. Angiography was performed 
in 5 cases but failed to reveal any definite vascular 
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abnormalities. Air studies more frequently revealed 
unilateral atrophy in those cases with unilateral signs. 

Four case reports are presented in which surgical 
excision of the calcified area was performed. These, of 
course, were lateral involvements with progressive 
histories. Two of the patients were markedly bene- 
fited, one patient was somewhat improved, and the 
fourth died following surgery. 

It is believed that essentially 50 per cent of the cases 
will progress, but that the remaining 50 per cent do 
have a moderately favorable ‘prognosis in that there 
may not be any further progression, and the convul- 
sions may be controlled by anticonvulsant medication. 
Since the calcification was found primarily in the 


occipital and parietal areas, it is felt that these cases . 


might lend themselves to surgical extirpation. Cer- 
tainly in those with focal or local involvement surgery 
may offer a good chance for recovery of normal 
activities and prevent the progression of neurologic 
complications. — Jack I. Woolf, M.D. 


The Aspects of Cerebral Angiography in the Treat- 
ment of Adenomas of the Hypophysis (Les apports 
de Pangiographie cérébrale au traitement des adéno- 
mes de lhypophyse). Atmema Lima. Neurochirurgie, 
Par., 1958, 4: 20. 


‘THE AUTHOR discusses the changing trends in treat- 
ment of adenomas of the pituitary gland and inti- 
mates that there is perhaps a place for treatment 
other than the present standard intracranial ap- 
proach and radiotherapy. He alludes particularly to 
the transsphenoidal approach, formerly used by 
Cushing and still apparently used by Hirsch of 
Boston. The bulk of the article concerns his experience 
with some 46 adenomas of the pituitary gland which 
he has studied angiographically. 

He believes that angiography is of great value in 
determining the presence or absence of extrasellar 
growth of the neoplasm and that the direction and 
amount of growth can be very accurately localized 
with cerebral angiography. He divides the alterations 
as follows: 

Type 1 corresponds to a lateral expansion of the 
adenoma which may be to one side only, but in the 
majority of cases is bilateral. The internal carotid is 
displaced laterally and the siphon is unrolled (siphon 
déroulé). The posterior cerebral arteries and the 
anterior choroidal arteries are also displaced laterally. 
These displacements are best seen in the lateral films 
and are difficult to discover in the anteroposterior 
angiogram. 

Type 2 corresponds to the manner of expansion 
which the author believes to be most frequent, which 
is upward and forwards, particularly into the pre- 
chiasmatic space. In these, the anterior cerebral 
artery shows a posterior concavity. 

Type 3 corresponds to a growth upward into the 
third ventricle. The angiographic appearances are 
typical if the tumor is sufficiently large to block the 
foramens of Monro and to cause a secondary hydro- 
cephalus, but if the dilatation of the ventricles is not 
great, the venous phase of the angiogram shows an 
elevation of the basilar vein and of the vein of Galen. 

Type 4 includes those anatomical cases which are 
badly defined—the tumor seems to grow laterally and 
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forward and insinuates itself between the bony sella 
and the cavernous sinus and causes a displacement 
of the intracavernous portion of the internal carotid 
artery. 

Type 5 corresponds to those which develop laterally 
and compromise the uncus, or even develop into the 
temporal fossa. Some of these cases also show anterior 
expansions. Various cases, of course, can show com- 
binations of the types described. The article is well 
illustrated. —WNicholas Wetzel, M.D. 


Hypophysectomy in Man (Die Hypophysektomie beim 
Menschen). Rotr Lurr, HERBERT OLIVECRONA, and 
Denis Ixxos. Deut. med. Wschr., 1958, 83: 1349. 


Not ENOUGH is known about the physiology of the 
pituitary gland and its connection with certain 
diseases to permit certain knowledge as to what 
exactly happens when this gland is removed. How- 
ever, empirically the aim of hypophysectomy is 
obviously the removal of unfavorable hormonal in- 
fluences. In the case of breast cancer the estrogens 
(from the ovaries and adrenal glands) and the gon- 
adotropic follicle-stimulating and _ interstitial cell 
stimulating hormones are of importance, and their 
elimination can be achieved either by large doses of 
estrogen for suppression during the menopause or 
by hypophysectomy. The surgical procedure has 
better results probably because the pituitary (somato- 
tropic) hormones and mammotropine (prolactin) 
might be the central factor in this disease. In prostatic 
cancer the removal of androgens has a similar ration- 
ale, and hypophysectomy will be a logical last step 
of endocrine therapy if castration does not produce 
a remission. If hypophysectomy is done in juvenile 
diabetes with vascular complications, the purpose is 
to remove the diabetogenic effect which is probably 
connected with somatotropic hormones. Finally, 
hypophysectomy has been done in cases in which 
the organism seems to respond excessively to one 
hormone or in which this hormone is secreted ex- 
cessively as in Cushing’s syndrome, acromegaly, or 
progressive exophthalmos. 

The most frequently employed method of hypo- 
physectomy is the frontotemporal approach of the 
authors (Luft and Olivecrona) with cauterization 
of the sella to eliminate as much pituitary tissue as 
possible. An extracranial approach through the 
maxillary and sphenoidal sinuses (Hamberger) is 
particularly useful in diabetics with vascular com- 
plications. Isotopes are used mainly in England and 
Germany. The experience is most extensive with 
yttrium (Y®) and the approach is transnasal (For- 
rest), transfrontal ieaanel: or combined with surgical 
evacuation of the sella (Baron). Donner employs 
external radiation with the proton beam (Tobias- 
Lawrence). 

With any of these methods it is extremely difficult 
to achieve an anatomically complete hypophysectomy, 
but the reduction in pituitary tissue is usually great 
enough when the following laboratory values are 
obtained after surgery: a radiogold uptake of less 
than 10 per cent, a proteine-bound iodine of less 
than 2 gamma per cent, less than 3 mgm. of 17- 
ketosteroid excretion in 24 hours, and less than 6 
milli-equivalents of gonadotrophin in 24 hours. 


Statistically, valid results with hypophysectomy 
have been obtained in carcinoma of the breast when, 
in a total of 134 cases observed by the authors and 
Pearson, objective remissions occurred in about 55 
per cent of the patients with advanced metastatic 
disease and persisted for an average of 15 to 17 
months. This series included 2 male patients, one of 
whom died 3 years after hypophysectomy of cor 
pulmonale without any traces of cancer. The other 
patient had a remission which lasted 38 months. Even 
in one of 8 patients who had undergone adrenalec- 
tomy previously a remission occurred and persisted 
for 9 months after surgery. It is advisable to castrate 
premenopausal women first, and treat menopausal 
women first with hormones. If a remission occurs 
after such treatment hypophysectomy will later on 
produce another remission in the majority of cases. 
If, however, patients do not respond to more conserva- 
tive methods in the first place, hypophysectomy will 
be of value in only about 10 per cent of the cases. 

Four of 8 patients with metastatic carcinoma of 
the prostate had a remission lasting up to 30 months. 
Two young patients with progressive diabetic reti- 
nopathy had an excellent response for 2 and 4.5 
years, respectively. Two patients with Cushing’s 
syndrome became completely asymptomatic after 
hypophysectomy, and one of them had had a relapse 
after adrenalectomy. —W. Dieter Bergman, M.D. 


The Effect of Hypophysectomy in Advanced Car- 
cinoma of the Breast. D. N. Baron, K. J. Gur tine, 
and E. J. Raptey Saitn. Brit. 7. Surg., 1958, 1: 593. 


THE ENDOCRINE palliation of breast cancer suggests 
that a profound alteration in body hormone pattern 
would most likely give better therapeutic results and 
hence the trial of hypophysectomy in such cases. 
Hypophysectomy was performed on 64 patients, but 
4 were for carcinoma of the prostate and 3 for malig- 
nant melanoma. This article is limited to the discus- 
sion of 52 patients who had carcinoma of the breast 
in advanced stages. Surgery was performed through a 
right frontal approach rather than along the sphe- 
noidal ridge. The pituitary stalk was cut after which 
the diaphragma sellae was incised and the pituitary 
removed either piecemeal or occasionally by pulling 
it out intact. After the piecemeal resection radioactive 
gold seeds were implanted and kept in place with fibrin 
plaques. It was felt that this produced less damage to 
the optic chiasm than Zenker’s fluid. Anesthesia was 
sometimes difficult due to the poor condition of the 
patients and hypothermia was always used. 

If the patient was in good enough condition and 
had sufficient adrenal function, then cortisone, 100 
mgm. twice a day, was used; in those cases with im- 
paired adrenal function, cortisone was started a couple 
of days before surgery. Patients who had previously 
undergone adrenalectomy were given fluorohydro- 
cortisone by mouth one week before surgery. The 
cortisone was continued but within two days after 
surgery it was usually decreased to 50 mgm. twice a 
day and then maintained on 25 mgm. twice a day. 
Diabetes insipidus occurred in about half of the pa- 
tients and was usually relieved by pitressin. Ray has 
suggested that a clean cut of the stalk is less likely to 
be followed by diabetes insipidus. 
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Seven patients died following surgery. Nine patients 
died within one month, and this left 33 patients (63 
per cent) who survived more than 3 months and 
could be better evaluated. The patients who failed to 
show sufficient response to surgery died with an 
average survival of 3.3 months whereas those who 
showed good objective improvement survived for an 
average of 9.8 months. 

Improvement usually occurred within a period of 
a few days to a few weeks after surgery. Improvement 
was sometimes rather dramatic in the abatement of 
pain and fever. Tumor masses and glands sometimes 
disappeared completely for a period of time. However, 
the average duration of objective improvement was 
8.6 months. 

Five patients had previously had bilateral adrenal- 
ectomy and oophorectomy but in none of these was 
there worthwhile response by the pituitary ablation. 
However, Ray has reported that 4 of 11 patients whom 
he operated upon received some benefit. 

A postmortem examination on 17 of the patients 
revealed that there was always some slight remnant of 
pituitary tissue present even if the fossa appeared 
macroscopically empty. It was judged that 15 patients 
had no more than 5 per cent tissue remaining whereas 
the 2 others had greater amounts. ‘‘We must conclude 
that clinical improvement can be achieved without 
total hypophysectomy.” — Jack I. Woolf, M.D. 


SPINAL CORD AND ITS COVERINGS 


Injuries to the Brachial Plexus (Plexusverletzungen 
und wurzellaesionen am Arm). H. Rone. Langenbecks 
Arch. u. Deut. Sschr. Chir., 1958, 288: 39. 


InjuRtEs to the brachial plexus and to the spinal 
nerves of which it is formed are of two kinds: (1) 
direct trauma (that caused by stabs, cuts, or gunshot) 
and (2) indirect trauma brought about by violent 
torsion or compression of the shoulder, and/or forced 
separation of the head. 

The only damage susceptible to surgical repair is 
that caused by direct trauma. In such cases surgery is 
indicated if spontaneous remission of initial paralysis 
or paresis has not occurred within 6 months after the 
injury, or if after partial recovery there is no further 
improvement. In these cases direct end-to-end suture 
of the cut nerves will always bring about improve- 
ment; neurolysis may also be attempted if such treat- 
ment seems indicated. 

Indirect trauma usually results in torn nerve roots, 
and no surgical procedure will improve the condition. 
There are, however, two exceptions to this rule: (a) 
if the clavicle has been fractured and if the resulting 
dispersed bone fragments are causing compression of 
the plexus, the removal of these fragments will usually 
aid in the remission of the paralysis or paresis, and (b) 
if the lesion can be localized in the supraclavicular or 
paravertebral part of the plexus, surgery may be indi- 
cated. In all other cases of indirect trauma (cases re- 
sulting from forcible separation of the head and 
shoulder or from abduction of the arm), intramedul- 
lary tearing of the nerve roots has taken place. The 
clinical findings in these cases are paralysis of the 
rhomboideus, levator scapulae, and serratus anterior, 
and Horner’s syndrome, which may or may not be 
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accompanied by increased proteins in the cerebro- 
spinal fluid and the positive myelogram. A negative 
cerebrospinal fluid and/or myelogram has no diag- 
nostic significance. 

The report also mentions some interesting new find- 
ings in regard to sensory defects resulting from 
brachial plexus injuries. Eighteen patients with a 
damaged plexus (C5-T1) had sensory defects which 
did not correspond to the conventional sensory 
charts. A sensory loss in the supraclavicular supra- 
scapular and neck regions was noted only if the lesion 
involved also the roots of C4. It should be of value to 
investigate these findings further in order to re- 
evaluate the present data on the sensory nerve supply 
to the shoulder girdle. —T. M. Vitols, M.D. 


Myeloscintigraphy; A Useful Procedure for Localiza- 
tion of Spinal Block Lesions. CHaRLEs R. Perry. 
MAN, Paut R. Nose, and Fioyp H. Bracpon. Am. 
J. Roentg., 1958, 80: 104. 


A TECHNIQUE for using radioactive iodinated human 
serum albumin in the localization of partial or com- 
plete blocks of the subarachnoid space is described. If 
there is evidence of block with the usual diagnostic 
tap, approximately 300 uc of RIHSA in 5 c.c. of 
normal saline solution are injected before the needle 
is withdrawn. The patient is placed in a position to 
elevate the lower subarachnoid space for 15 minutes. 
An hour after the injection the patient is scanned and 
a “myeloscintigram” obtained. The scintigram is 
superimposed on a roentgenogram of the involved 
area of the spine. Eight representative scintigrams are 
shown in the article. 

Twenty-eight patients have been studied by this 
method, and the case histories of 6 are presented in 
detail. For the 28 patients investigated 12 myelo- 
scintigrams were reported as abnormal and 10 of 
these reports were confirmed at operation. One of the 
12 films gave evidence of a lesion at the fourth inter- 
vertebral space, but at surgery a herniated disc was 
found at L5. The twelfth patient’s condition was 
diagnosed as arachnoiditis and no operation was per- 
formed. 

In the cases with evidence of partial or complete 
block presenting at the time of spinal tap, the localiza- 
tion was correct in 100 per cent. The authors believe 
that the procedure has its greatest value in such pa- 
tients. They feel that the procedure has advantages 
over contrast myelography in that there is no need to 
remove the material from the subarachnoid space. 
They have observed no significant side reactions. 

—Flora Brown Wurtz, M.D. 


PERIPHERAL NERVES 


Ulnar Palsy in Patients Confined to Bed; Its Clinical 
Significance in the Light of 35 Personally Ob- 
served Instances (Ulnarislachmungen bei Bettlaege- 
rigen. Ihre klinische Bedeutung an Hand von 35 
eigenen Beobachtungen). M. MuMENTHALER. Schweiz. 
med. Wschr., 1958, 88: 591. 


Tuirty-FIVE bedridden patients with ulnar paralysis 
below the elbow form the material for this report. 
With the exception of 3 patients from the private 
practice of E. Katzenstein, all the patients were from 
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the University Neurologic Clinic and the Polyclinic 
of Zurich, Switzerland, observed during the period 
from 1944 to 1958. Thirty-one patients were personally 
observed by the author for periods from 2 months 
to 14 years. The average period of control observa- 
tion was a trifle more than 5 years. 

The condition for which the patient had been con- 
fined to bed seemed in no case to be more than a 
concomitant or, at most, a predisposing factor. In a 
few instances habitual luxation of the ulnar nerve 
from the sulcus at the elbow was undoubtedly a pre- 
disposing, but by no means an essential, causal factor. 

The material composing the mattress (wool, horse- 
hair, feathers) showed no causal relationship to the 
development of the condition; but the position of the 
night table was found to be a causative factor. In 24 
of 26 cases in which such information could be reliably 
established the table was located on the right side of 
the patient, the side of the ulnar involvement. Ap- 
parently the patient in rising on the right elbow to 
use the table, turn on the light, and reach for water 
and food subjected even the normally placed nerve 
to pressure. In one patient with a herniated disc the 
paralysis developed on the same side as the table after 
14 days in bed. The table was changed to the other 
side, and 3 days later the same trouble occurred on 
that side also. 

These observations suggested the appropriate ther- 
apy. A padded appliance prevented the patient from 
using the elbow as a prop; the position of the night 
table was changed and food was served on a special 
platter. For particularly predisposed individuals (pa- 
tients with ulnar nerve luxation, marked emaciation, 
and a sensitive “crazy bone,” and patients in coma 
or taking a sleep-cure) these protective measures were 
taken immediately. In the fully developed paralysis, 
electrotherapy may be helpful, or the nerve may be 
transposed in front of the elbow. 

On the whole the prognosis is good. Of the 25 pa- 
tients in whom the end-result could be evaulated, 12 


recovered and 6 were benefited. The remainder 
showed no marked benefit after periods of from 1 to 
8 years. In 4 of these 7 patients there is still present a 
marked motor and sensory paralysis of the ulnar 
nerve. —John W. Brennan, M.D. 


MISCELLANEOUS 


Congenital Dermal Sinuses Communicating with the 
Central Nervous System (Fistules dermiques congé- 
nitales communiquant avec le systéme nerveux cen- 
tral). St. THrerrry, J. Lepintre, S. MAssELIN, and 
C. Faurt. Sem. hop. Paris, 1958, 34: 198. 


THE AuTHORS discuss the problem of congenital 
dermal sinuses communicating with the central 
nervous system. Their observations concern 5 chil- 
dren; 4 sinuses involved the spine and one the head. 
All of the children were operated upon while in 
serious condition, having meningitis or abscess. One 
child was but 21 months old, 3 were between 2 and 3 
years of age, and one was 6.5 years old. In all of the 
cases the presence of the dermal sinus had been noted 
since birth. Four of the patients had associated intra- 
arachnoid dermoids. All patients were cured although 
one had some slight neurologic residual. The authors 
believe that this condition should be diagnosed before 
the onset of meningitis or abscess formation since the 
treatment is then relatively simple and satisfactory. 
The presence of intracranial or spinal extension of 
dermoid sinuses may be determined by the presence 
of neurologic signs on physical examination and 
particularly through the use of myelography and 
encephalography. 

Operative removal of the sinus and its extensions is 
possible even in the presence of infection. Although an 
attempt should be made to control the infection 
before surgical intervention, the surgeon should not 
wait too long since complete eradication of the infec- 
tion may not be possible without surgical excision of 
the cyst or sinus. —Nicholas Wetzel, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


The Occurrence and Importance of Interstitial Fluid 
in the Female Breast (Vorkommen und Bedeutung 
freier Gewebsfluessigkeit in der weiblichen Brust- 
druese). M. RATZENHOFER. Geburtsh. & Frauenh., 1958, 
18: 893. 


HOMOGENEOUS, SLIGHTLY EOSINOPHILIC FLUID ACCUMU- 
LATIONS, as found in the interstitium of the breast, 
present a definite histological entity. Differentiation 
from hyalin is not difficult as the material is not 
diffractive and stains reddish or reddish-yellow with 
picrofuscin; a reddish metachromatic color is obtained 
with thionin, and fine granulations with vacuoles de- 
velop after fixation. No cellular elements are found 
and an inflammatory origin may thus be excluded. 

Temporary physiological increase of this tissue 
fluid is seen during the menstrual cycle and in preg- 
nancy. It is responsible for most of the mammary 
enlargement in the premenstrum. A pathological in- 
crease is found in mazoplasia, in chronic fibrotic 
mastopathies, and breast cancer. 

One to 10 ml. of the edema fluid may be handily 
obtained postmortem and in surgical specimens with 
a capillary pipette. Chemical analysis revealed a 
protein content of 2 to 6 mgm. per cent with the al- 
bumin content relatively higher and the globulin 
lower in the mammary interstitial fluid than in the 
serum. The capillary permeability for proteins seems 
to correspond to the functional status of the particular 
organ and the concept that transudate fluid is neces- 
sarily protein poor is not true. Quantitative distribu- 
tion of magnesium, calcium, potassium, sodium, 
phosphorus, and chlorine was the same as in the 
corresponding patients’ serum even though the total 
concentrations were lower. 

The authors explain the mammary interstitial fluid 
accumulation by an increase of capillary permeability 
which in turn is the result of altered hormonal bal- 
ance, mainly hyperestrinism. The transient, mam- 
mary edema during pregnancy or lactation is due to 
hyperactivity of the mammary gland and an excess 
will cause fibrosis and hyalin degeneration of mam- 
mary connective tissue after prolonged periods of 
time. In most cases of breast cancer chronic edema is 
associated with fibrosis even if no malignant involve- 
ment of the lymph nodes and lymphatic vessels is 
seen. The composition of the interstitial fluid of breasts 
affected by benign and malignant processes was 
similar. —Karel B. Absolon, M.D. 


A Rare Case of Chondroma of the Breast (Un raro caso 
di condroma della mammella). P. VALLERO. Boll. Soc. 
Piemont. Chir., 1958, 28: 273. 


OsTEOCARTILAGINOUS TUMORS of the breast are very 
rare, only 141 cases having been reported in the world 
literature according to the author, but pure chon- 
dromas of the breast are even more rare. The author 
presents one case occurring in a 67 year old woman. 
The tumor, comparable to an egg in size, was located 
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in the upper outer quadrant of the left breast and 
presented a hard, irregular, nodular surface. It was 
not fixed to the deep or superficial tissues. Histological 
examination showed a poorly differentiated atypical 
chondroma with an invasive tendency. 

The author discusses the histogenesis of these tu- 
mors. In some instances, the origin from rib cartilage 
with secondary expansion into the breast was obvious; 
in other instances, however, such as the one reported 
here, there was no demonstrable origin from the 
neighboring cartilaginous structures. These growths 
are called heterotopic chondromas and are seldom 
histologically uniform, often showing a certain pleo- 
morphism and a composite chondroid, osteoid, and 
lipomatous appearance. 

A number of theories have been advanced to ex- 
plain the origin of these tumors within the breast. 
Some authors believe that they are teratomas, while 
others tend to classify them as hamartomas. In more 
recent years, it has been suggested that they may be 
the result of metaplasia. 

Chondromas of the breast are benign and slowly 
growing tumors. Necrotic areas are not uncommon, 
and although malignant sarcomatous changes are 
rarely observed, the fibrous capsule and the blood 
vessels may occasionally be infiltrated by the tumor, 
as in the case here discussed. Metastasis to the re- 
gional lymph nodes has never been reported. 

—Franco Sangalli, M.D. 


Bilateral Gonadoadrenalectomy in the Treatment of 
Inoperable Malignant Tumors of the Breast and 
Prostate (La gonadosurrenalectomia bilaterale nel 
trattamento di tumori maligni inoperabili della mam- 
mela e della prostata). Prero Gorrrint, ANACLETO 
Peraccuia, and Francesco Fesant. L’ Ateneo Parmense, 
1958, Supp. 1. 


MODERN ENDOCRINE SURGERY in the treatment of 
inoperable malignant conditions of the breast and 
prostate began with the clinical observations of 
Schinzinger in 1889, who first proposed castration in 
an effort to cause regression. Later Scanzoni, Green- 
how, and Remfry contributed their observations to 
the physiology of the breast, following studies of con- 
genital malformations and their effect. Other authors 
(Tupper in 1877 and Withe in 1893) considered 
gonadectomy in the treatment of carcinoma of the 
prostate. 

As early as 1896 bilateral ovariectomy was per- 
formed in 2 young patients with carcinoma of the 
breast, resulting in regression even though the results 
were termed mediocre. Randall in 1933, Huggins in 
1943, and Thorn in 1945 all made significant con- 
tributions to our present knowledge of the physiology 
and chemistry of the adrenal glands in both the active 
and extirpated state. 

The preoperative preparation of patients is care- 
fully outlined in relation to the amounts of cortisone 
acetate, desoxycorticosterone and sodium chloride to 
be given the patient who is to undergo adrenalectomy. 
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Medication with the same materials during surgery 
and during the postoperative period follows the recom- 
mendations of Huggins and Bergenstal. The only 
exception is the division of the surgery into two stages 
by the authors, in which they commonly do castration 
and left adrenalectomy at one operation, and remove 
the second adrenal gland at a later procedure. An- 
other alteration in the Huggins-Bergenstal schedule is 
the elimination of sodium chloride in the course of 
treatment. They prefer to keep a close check on the 
electrolyte panel and add sodium chloride as indi- 
cated. 

Postoperative therapy has been controlled without 
great difficulty, but new preparations of cortisone and 
prednisone (2 methyl-9 alpha-fluorohydrocortisone; 
9-alpha fluorohydrocortisone; 9 alpha-fluoropredniso- 
lone) are in use and may prove of increasing value be- 
cause of their effect on ACTH-induced hyperfunction 
of the aberrant adrenal tissue, and because of increase 
in electrolyte stability. 

The complications of adrenalectomy are carefully 
enumerated and each, along with therapeutic meas- 
ures, is discussed at length. The complications are as 
follows: 

1. Gastrointestinal disturbances (hyperchlorhydria 
and ulceration, and perforation of the gastric and 
colonic structure). 

2. Diminution in resistance to infection. 

3. Osteoporosis. 

4. Cushings’ syndrome. 

5. Alterations in the blood (aplastic anemia and 
afibrogenemia). 

6. Poor absorption of iron. 

7. Psychic disturbances. 

8. Sexual disturbances (impotence, diminished 
libido, and amenorrhea). 

9. Thyroid hyperplasia. 

10. Anaphylactic reactions. 

11. Convulsions. 

12. Toxic hepatitis and hepatomegaly. 

In conclusion, the authors state that despite the use 
of hormonal therapy and x-rays, gonadoadrenalec- 
tomy, and sometimes hypophysectomy, should be em- 
ployed earlier in the course of tumors of these areas. 
At times it is evident that entire tumor eradication 
has not been accomplished at operation. Their ex- 
perience is that the patient’s life is prolonged in many 
instances, and there is early evidence of regression of 
the metastatic lesions as well as sufficient benefit to 
make consideration of early surgery compatible with 
good judgment. — Walter L. Byers, M.D. 


Sex Determination from Cellular Morphological 
Characteristics and the Response of Breast Cancer 
to Hormones (Zellkernmorphologisches Geschlecht 
und hormonelle Beeinflussbarkeit des Mamma-Carci- 
noms). Paut N. Ex ters and HERMANN A. HIENz. 
Langenbecks Arch. u. Deut. Kschr. Chir., 1958, 288, 485. 


STATISTICAL ANALYSES indicate that about two-thirds 
of the breast cancers respond to the administration of 
hormones of the opposite sex, while the remaining 
one-third do not. There is no explanation for this 
effect and no means of predicting the reactions of the 
individual tumors to hormones. In some patients 
whose tumor did not respond to hormones of the 


opposite sex, beneficial results could be obtained with 
hormones of the equivalent sex. This study was under- 
taken in an attempt to find possible discrepancies 
between the sex of the host and the tumor which 
might solve this puzzle. 

The morphological determination of male and fe- 
male sex on the basis of the cellular nucleus was estab- 
lished by Barr (Anat. Rec., 1950, 107: 283), who 
identified in females a chromatin body apparently 
formed by two X-chromosomes close to the nucleolus. 
The explanation why no chromatin bodies form in 
male cells is the small size of the Y-chromosomes 
which makes the XY combination morphologically 
undetectable. Skin biopsy and analysis of the stratum 
spinosum cells constitute the most practical method. 

The authors developed their own histological tech- 
nique and this is described in detail. In the female sex 
chromatin bodies are not found in all nuclei, but the 
percentage of such cells is significantly greater than 
that in the male. The percentage distribution for 
nuclei-containing chromatin bodies varies from one 
type of tissue to another, but remains constant in each 
tissue. To eliminate the human factor, three different 
observers examined several hundred cells in each 
section at high magnifications. Such magnification 
prevented the histologist from recognizing the type of 
tissue on hand. Forty-one female mammary car- 
cinomas and 10 prostatic carcinomas were examined. 
All prostatic carcinomas were of the “male type” 
with Barr’s chromatin bodies in 0 to 0.5 per cent. 
Most breast cancers showed the female chromatin 
with Barr’s bodies in from 17 to 30 per cent, but some 
15 of 41 patients were of the male type with 0 to 2.5 
per cent of chromatin bodies. It is significant that the 
cellular sex of the dermal cells always corresponded to 
the individual’s sex and such was the case in females 
whose mammary cancers were of the male type. 

Of 15 females with the “male” type of breast can- 
cer treated postoperatively with testoviron, 6 died 
from the cancer within one year. The prognosis of 
these patients was much worse than that of patients 
with “female” cancers treated by testoviron. Patients 
with the “male” type of carcinoma had a more favor- 
able course when male hormones were avoided. 
Estrogen therapy seemed to retard and ovariectomy 
accelerate the tumor growth in such patients. 

Even though the number of patients analyzed as to 
the influence of hormones in relation to the sex 
characteristics of the cells is small, the results must be 
considered suggestive. The fact that male and female 
types of mammary carcinoma may be morphologically 
differentiated is a significant finding; prostatic car- 
cinomas known to be also actively hormone-depend- 
ent show no such character. These findings deserve 
further elaboration; the practical therapeutic impli- 
cations, if this study is substantiated, would be sig- 
nificant. —Karel B. Absolon, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Pulmonary Thromboembolism: An Analysis of 169 
Autopsies. James W. Hanway. NV. York State J. M., 
1958, 58: 2783. 


THE AUTHOR presents a review of the pulmonary 
emboli observed in 1,507 consecutive postmortem 
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examinations performed between January 1, 1950 and 
December 31, 1956, in St. Luke’s Hospital in New 
York City. Autopsies of obstetric patients were not 
included in this study. 

The emboli were grouped according to their signif- 
icance in the patient’s death by classifying them as 
fatal emboli, incidental emboli, and those which 
apparently contributed to but probably were not the 
sole cause of the death of the patient. Fatal emboli 
comprised those with complete occlusion of the main 
pulmonary artery or either of its main branches, com- 
plete occlusion of three or more of its main arteries, or 
multiple small pulmonary emboli which obviously 
caused the patient’s demise. The second group in- 
cluded those with complete occlusion of one or two 
lobar arteries or multiple small emboli which obvi- 
ously contributed to the patient’s death. The third 
group were small pulmonary emboli which apparently 
played no part in the outcome of the patient's illness. 

In the present series pulmonary embolism and/or 
infarction was found in 169 cases, an incidence of 11.2 
per cent. The series is broken down into the various 
hospital services from which the patients came to 
autopsy. Of the 1,507 patients 67.5 per cent came 
from the medical service and 22.6 per cent from the 
general surgical service. Of the 169 cases of pulmonary 
embolism and/or infarction, 65.1 per cent came from 
the medical service and 26.0 per cent from general 
surgery. It is significant that in groups 1 and 2 in 
which the embolus played a large part in the patient’s 
death, almost twice as many were surgical patients. 
Of the 44 patients from the surgical service, 30 were 
postoperative for a period of time from 0 to 30 days, 
and of these, 19 had undergone laparotomy and 6 
midthigh amputation. 

Of the 169 patients 49.7 per cent had infarction, 34 
per cent being in group 1 patients, 53.8 per cent in 
group 2, and 56.2 per cent in group 3. Of the 30 cases 
in groups 1 and 2 with infarction there were multiple 
infarcts in 27, whereas in the majority of the infarcted 
group 3 cases the infarct was single. The right lower 
lobe was infarcted most commonly, the left lower lobe 
next most often, and the left upper lobe least com- 
monly. The latter was infarcted less than one quarter 
as often as the right lower lobe. Approximately two- 
thirds of the infarcts were present in the lower lobes. 

In the present series of 47 cases in group 1, the 
diagnosis of embolism and/or infarction was made 
clinically in only 8 cases, although in several cases in 
which the patient died suddenly the physician 
neglected to note his final clinical impression, and the 
correct diagnosis may have been entertained in some of 
these. The most common incorrect clinical diagnoses 
were coronary thrombosis, bronchopneumonia, and 
cerebral vascular accident. 

No patient in the present series had a major vein 
ligation as a therapeutic or prophylactic measure. Of 
the 47 patients in group 1 only 6 received anti- 
coagulant therapy. In 3, most or all of the emboli 
occurred before the therapy was started, and in 2 
others the anticoagulants were stopped before the date 
or dates of occurrence of the emboli. One patient had 
two major embolic episodes, and the second ap- 
parently occurred in the face of adequate anticoagula- 
tion. Four of the group 2 patients received anti- 
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coagulants. In 2 the emboli occurred prior to therapy, 

in one the therapy was inadequate, and the fourth 

patient died because of massive infarction (which 

occurred prior to therapy) and massive hemorrhage 

from a peptic ulcer which was clinically unsuspected. 
— Matthew H. Evoy, M.D. 


Open Healing of Tuberculous Cavities; Results in 
40 Patients Treated Conservatively. T. M. Witson, 
L. Dorie, and M. P. Garoiner. Brit. M. 7., 1958, 
25:87. 


WITH THE DEVELOPMENT of rational chemotherapy 
the phenomenon of open cavity healing in pulmonary 
tuberculosis is becoming increasingly evident. Open 
healing of tuberculous cavities can be accepted when 
the lumen of the cavity is free of necrotic contents, the 
inner aspect contains no pyogenic membrane or ne- 
crotic lining, and the cavity wall contains no necrotic 
foci. It has been said that although open-healed cavi- 
ties often appear cystic, the roentgenological appear- 
ances are deceptive in that a thin-walled cavity may 
present evidence of active disease and a thick-walled 
cavity may be healed. It must be remembered that 
despite the absence of tubercle bacilli from the sputum 
for many months, a resected cavity may show the 
presence of a necrotic lining. In spite of this, certain 
workers have admitted to the increasing frequency of 
open healing after long term chemotherapy, and it is 
suggested that when the sputum has been negative for 
tubercle bacilli for more than 7 months, 4 of 5 cystlike 
cavities prove to be instances of open healing. 

Others have stated that open healing was observed 
to occur most often when a triple drug regimen of 
streptomycin, para-aminosalicylic acid, and ison- 
iazid had been used. Most workers state that the pos- 
sibilities of rupture, suppuration, hemorrhage, and 
reactivation of tuberculosis are so well recognized that 
when these openly healed or healing cavities are un- 
ilateral or even bilateral they should be excised if the 
patient is otherwise fit for surgical treatment. 

The authors were interested in reviewing their ex- 
perience with indefinitely prolonged chemotherapy 
in 40 cases of advanced pulmonary tuberculosis with 
persistent cavitation. The patients were observed for 
periods ranging from 1.5 to 5 years. Because of age, 
advanced disease, or poor respiratory function, 37 of 
the 40 patients were judged unsuitable for surgical 
treatment. The remaining 3 refused operation. All 
were sputum-positive at the beginning of the study. 
In every case the organisms were fully sensitive to the 
triple therapy. Cavitation, the total diameter of which 
was not less than 5 cm., was present in every case. All 
of the patients were treated in the hospital for periods 
ranging between 4 and 35 months, the average dura- 
tion of stay being 14 months. At the time of publica- 
tion of this article all, except one, continued to take 
antituberculosis drugs. While in the hospital roent- 
genograms of the chest were taken every 6 weeks; 
outpatients were checked with chest films at intervals 
of not more than 3 months. Tomograms were taken 
at the end of each year of treatment. 

A detailed analysis of the patients’ histories, course, 
and roentgenologic studies is included in this article, 
but is too extensive to be given in this abstract. How- 
ever, the authors state that with adequate chemo- 
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therapy even the most extensive tuberculous disease 
can be controlled and rendered noninfectious. Their 
findings support the claim of others that the triple- 
drug regimen is the most effective combination in 
present use. 

Available evidence suggests that 2 years is the 
minimum effective period that chemotherapy should 
be maintained. The authors have had 3 years of ex- 
perience with chemotherapy. They have decided to 
administer drugs for a minimum period of 5 years in 
another series of cases. Since secondary infection, oc- 
curring in only one patient, was the only serious com- 
plication that was encountered, the reported hazards 
of persistent cavitation, (rupture, suppuration, hemor- 
rhage, and reactivation of the tuberculosis) must be 
accepted with some reserve, in the authors’ opinion. 

—Orville F. Grimes, M.D. 


The Surgical Treatment of Pulmonary Tuberculosis 
Complicated by Pulmonary Insufficiency. Davin V. 
Pecora and Ray Brook. 7. Thorac. Surg., 1958, 36: 
190. 


As MUCH functional lung as possible must be preserved 
in the surgical treatment of patients with pulmonary 
tuberculosis and co-existing pulmonary insufficiency. 
Plombage thoracoplasty, local excision of the area of 
cavitary disease (cavernectomy), and the Monaldi 
cavernostomy may meet these functional require- 
ments. Plombage thoracoplasty is intended to col- 
lapse cavitary disease with loss of as little functioning 
lung as possible. Cavernectomy consists of removal of 
the cavity and adjacent diseased tissue. Unless the 
parietal and visceral pleuras are adherent a small 
segment of rib and periosteum is resected and forma- 
tion of adhesions is encouraged by the application of 
tincture of iodine to the parietal pleura in the rib bed. 
When local resection of the area of cavitary disease is 
impossible, catheter suction is maintained from the 
cavity for approximately 1 month, but the tubes are 
left in place for several months. Progress in closure of 
the cavity is determined by the injection of iodized oil. 
Pneumoperitoneum is frequently administered as well. 
The drainage tube is removed after the sputum and 
the drainage from the cavity have been negative for 
tubercle bacilli by culture for about 10 months pro- 
vided the cavity has closed. Combined antituberculous 
drug therapy is administered for at least one year 
concomitantly with cavernostomy. 

Of the three procedures plombage thoracoplasty, 
although well tolerated by the severely ill patient, 
seems to offer the poorest therapeutic results. It does 
produce palliation by reducing the amount of sputum 
and fever in many patients who do not ever achieve 
a noninfectious state. These three procedures may, 
however, be employed separately or in combination. 
Factors which influence therapeutic results are the 
presence of bacilli, antituberculous drug therapy, 
elimination of cavitary disease, and the amount of 
residual disease. In the authors’ experience resection 
of the area of cavitary disease and Monaldi cavernos- 
tomy have been generally more effective therapeu- 
tically than plombage and thoracoplasty. The authors 
warn that when antituberculous therapy is not 
available open thoracotomy should not be performed. 

—Allan D. Callow, M.D. 


Emphysema Studied by Microradiology. Cuar tes P. 
OperR, PizzoLrato, and JosEPH ZIsKIND. 
Radiology, 1958, 71: 236. 


THIS PRESENTATION is a preliminary report of a study 
of air dried lungs removed at 65 nearly consecutive 
autopsies of male veterans. Roentgenograms were 
made of the lungs when whole and after slicing. After 
a study of these roentgenograms, blocks of selected 
tissue were cut for microscopic study. 

The normal lung contains a circulation system in 
which the central portion is different from the cortical 
portion, the former being diffuse and the latter 
rectilinear with short arteriovenous connections. 

Three types of emphysema are demonstrated. The 
central zone type is more frequently found and consists 
of parenchymal destruction surrounding the trunk 
blood vessels. A peripheral type is less frequent and 
involves the subpleural area with extensions along 
interlobar fissures and septa. Nonzonal emphysema is 
infrequent and the lesions are scattered in both the 
central and peripheral zones. In this type, there is 
much interstitial fibrosis and this may show on the 
roentgenogram. 

Many of the cases studied showed small granuloma- 
like lesions which seemed to be associated with areas 
of surrounding emphysema. They were often found 
hanging from tendrils within bullae. 

The basic mechanism in the development of adult 
chronic emphysema appears to be a check-valve at the 
respiratory bronchiole level. This valve may be 
coupled with diminished elastic recoil of the lungs 
associated with increased fibrosis. 

While most pulmonary emphysema is localized, and 
frequently is centrally localized, when interstitial 
fibrosis is marked the lesions are both central and 
peripheral. The granulomalike lesions are often found 
in association with many of the pathologically ad- 
vanced areas. They may well be related to the cause 
of the condition. —John 7. Bergan, M.D. 


Dry Bronchiectasis. D. A. Gituis and R. D. Miter. 
J. Am. M. Ass., 1958, 167: 1714. 


BRONCHIECTASIS is usually characterized by a chronic 
productive cough, hemoptysis, and recurrent acute 
respiratory infections. The term “dry” bronchiectasis 
in this presentation refers to those atypical cases of 
bronchiectasis in which sputum is not produced and 
hemoptysis occurs less frequently. In a 3 year period 
22 cases of dry bronchiectasis were seen at the Mayo 
Clinic. This was a very small proportion (3 per cent) 
of the total number of patients found to have bron- 
chiectasis during this period. 

In one-third of the cases there were no symptoms 
of pulmonary disease and examination was prompted 
by such symptoms as dizziness, fatigue, and failing 
vision. The remaining patients gave a history of either 
hemoptysis or chronic nonproductive cough. Bron- 
choscopy was done in all cases and the final diagnosis 
was established by bronchograms. The most com- 
monly affected regions were the right middle and both 
lower lobes. Since it is generally accepted that 
bronchiectasis of the upper lobes produces fewer 
symptoms, it is interesting that the upper lobes were 
not found to be predominantly affected in this series 
of patients. 
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Minimal symptoms in the majority of the cases 
warranted only continued observation, and surgical 
treatment was advised in only 2 cases. The reason for 
the diminished to absent bronchial secretions in these 
cases is unknown. —George R. Holswade, M.D. 


Late Results After Surgical Therapy of Bronchiec- 
tasis (Bronchiektasen. Spactergebnisse nach opera- 
tiver Behandlung ). H. Remé and G. Scureter. Langen- 
becks Arch. u. Deut. Sschr. Chir., 1958, 288: 393. 


THIs ANALYSIS was made of 71 patients operated upon 
for bronchiectasis. The surgical procedures included 
5 pneumonectomies, 6 lobectomies with additional 
resection of adjacent lung, 42 lobectomies, 15 bilobec- 
tomies, 2 segmental resections, and one thoracotomy 
with thoracoplasty. Fifty-eight and one-half per cent 
of the patients were followed up after surgery. 

An obstructive element when identified is the most 
obvious cause in the genesis of bronchiectasis. En- 
croachment on the bronchial lumen caused by foreign 
bodies, perforating and obstructing tuberculous lymph 
nodes, broncholithiasis, mucous plugs, and tumors 
were described in the literature. Other cases of bron- 
chiectasis may have underlying inflammatory paren- 
chymatous pulmonary processes which cause an 
extrinsic pull on the bronchial wall; postnatal devel- 
opmental alveolar derangements, as well as blood 
vessel and nerve changes causing dysfunction of the 
mucous cell secretion may also be etiological factors. 

Only in one of the patients in this series was a 
definitely congenital bronchiectasis encountered; a 
situs inversus as part of a true Kartagener triad was 
present. Only in 3 patients were obstructive agents 
identified. One patient had a bronchial calculus, an- 
other a bone splinter, and the third a missile fragment 
9 years after the original war injury. Aspiration of a 
foreign body will cause rapidly progressive bron- 
chiectasis which may regress if the body is coughed up 
spontaneously or removed surgically. If partial or 
total obstruction persists irreversible bronchiectatic- 
atelectatic inflammatory changes result. In 19 pa- 
tients chronic pneumonitis was suggested as the initial 
event, but it remained uncertain if pulmonary changes 
were not the final result of the disease process. 

Some cases of bronchiectasis may be labeled as 
being primary and idiopathic. The patients seemed to 
respond preoperatively to adrenergic drugs which 
indicated that functional dynamic factors were at 
play. Resectional therapy in these patients decreases 
the ventilatory surface and is of little benefit to such 
patients who tend to develop new bronchiectatic 
areas. If no definite etiological factor such as obstruc- 
tion is found, prognosis as to surgical cure is uncertain. 
The authors recommended surgical therapy only after 
allergic factors were excluded. 

Pulmonary tuberculosis is difficult to differentiate 
from a bronchiectatic cavity. In 5 of the 71 patients 
the diseases were concomitant. Two patients with a 
preoperative diagnosis of abscess had a final patho- 
logical diagnosis of bronchiectatic cavity with diffuse 
bronchiectasis and endangiitis of the pulmonary ves- 
sels. It is significant that both patients had an excel- 
lent result. 

The finding of bronchiectasis does not necessarily 
mean that the patient is suffering from bronchi- 
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ectatic disease. The disease complex consists of copi- 
ous expectoration, episodes of temperature elevation, 
and other toxic signs. Overholt was the first to point 
out the difficulty of establishing definite indications 
for surgical therapy in this disease. In bronchiectasis 
secondary to foreign bodies causing bronchial obstruc- 
tion the bodies should be removed surgically. Erland’s 
studies (Acta med. scand., 1956, 155: 711) indicate that 
in bronchiectasis associated with chronic pneumo- 
nitis, late results will be good in only 70 per cent of the 
patients and in patients with an allergic history or 
asthma, late results are questionable. Other series 
concerning the operative treatment of bronchiectasis 
indicate marked improvement in the majority of 
patients. This may be explained by long medical 
treatment and careful selection of operative cases 
while on a medical regimen. 

The operative mortality in the reported series was 
9.8 per cent (7 patients). Five patients died 5 months 
to 2 years after operation from a cerebral vascular 
accident, pulmonary tuberculosis, and heart disease; 
one patient’s death was due to an accident. 

Late results could be evaluated in 41 of 71 patients. 
Four had a poor result after unilateral lower lobec- 
tomy; symptomatically, these patients were worse 
than prior to the operation. The explanation of this 
was the progressive nature and bilaterality of their 
disease. In 3 the opposite lower bronchiectatic lobe 
could not be removed because of respiratory insuf- 
ficiency and one patient refused surgery. The second 
cause of failure in the surgical treatment of bronchi- 
ectasis in this series was tuberculosis. Thirty-two 
patients had either good or excellent results and could 
be considered cured despite severe disabling symp- 
toms and signs of toxicity preoperatively; 5 patients 
complaining of residual symptoms were classified as 
having questionable improvement. 

—Karel B. Absolon, M.D. 


The Efficiency of the Cytologic Method in the Detec- 
tion of ong ay ge Carcinoma. M. Garret, I. 
Koprowska, H. A. Lyons, C. G. Caro, and MABEL 
Ext. N. York State 7. M., 1958, 58: 2041. 


THE AUTHORS reviewed 500 consecutive cases in which 
respiratory secretions were obtained by the Papani- 
colaou technique. One to 8 specimens were collected 
from each patient. 

There were no false positives. Fifty-eight per cent 
of 50 histologically proved cases of lung carcinoma 
gave a positive cytologic result. Biopsy yielded 76 
per cent of positive results. 

Cytologic examination of both the sputum and 
bronchial washings was found useful and supplements 
biopsy in the detection of bronchogenic carcinoma. 

—Charles E. Workman, M.D. 


Vagotomy in Pulmonary Osteoarthro- 
athy Associated with Bronchial Carcinoma. R. L. 
— and P. E. Bopxin. Lancet, Lond., 1958, 2: 

343. 


THE MOST COMMON cause of severe osteoarthropathy is 
bronchial carcinoma. The proportion of bronchial 
carcinoma reported to be associated with painful 
osteoarthropathy varies from 1 to 2 per cent and 5 to 
10 per cent. It is peripheral carcinoma rather than 
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the central tumor which is more commonly associated 
with osteoarthropathy. The peripheral type is a 
relatively uncommon form of lung carcinoma, and is 
often a localized lesion involving neither pleura nor 
hilum. It is usually surprisingly small in view of the 
severity of the symptoms in the limbs. 

Often a quite astonishing improvement takes place 
after pneumonectomy or even after local removal of 
the tumor. There is often complete loss of pain within 
a few hours, and the effusions in the joints may im- 
prove after a few days. 

In view of the remarkable experimental results of 
simple division of the vagus nerves immediately above 
the hilum of the lung without disturbing the hilar 
structures, vagotomy was done in 2 advanced cases of 
unresectable pulmonary carcinoma with severe osteo- 
arthropathy. Both of these patients had severe pul- 
monary osteoarthropathy, of which pain was the 
prominent symptom. The pain completely over- 
shadowed the pulmonary symptoms of carcinoma. 
After the division of the vagus nerve, without disturb- 
ing other structures in the hilum, a rapid and com- 
plete relief of pain in the joints, followed by resolution 
of the swelling and edema, took place. 

The possible mechanism of hypertrophic pulmonary 
osteoarthropathy is discussed in this article, and a 
nervous reflex is favored. 

Despite the fact that this condition is rare, patients 
who undergo thoracotomy for an unresectable carci- 
noma of the bronchus should have a vagotomy on 
the side of the lesion as a routine measure. By this 
relatively minor operation these patients will not only 
be saved much pain and misery but will also live many 
more months than otherwise. 

— Matthew H. Evoy, M.D. 


HEART AND PERICARDIUM 


Experimental Coronary Arteriography. Sven BELL- 
MAN and Howarp A. Frank. 7. Thorac. Surg., 1958, 
36: 33. 


A TECHNIQUE is described for performing coronary 
angiography in the dog using standard radiographic 
equipment. This method was not developed for clini- 
cal use, but rather to follow the evolution of collateral 
circulation in the experimental animal. 

In order to carry out this procedure the heart of the 
anesthetized dog was exposed and a polyethylene tube 
was inserted into the proximal end of a small branch 
of the anterior descending artery not far below the 
atrioventricular sulcus. Tubes ranging in size from PE 
60 to PE 190 (those from 60 to 100 were most satis- 
factory), were passed proximal to the origin of the 
cannulated branch and secured in place. Preliminary 
experiments with the heart exposed tested the toxicity 
of the contrast medium, hypaque. It was found that 
the injection of three doses of 10 c.c. of hypaque in 
rapid succession produced only transitory slowing of 
the heart rate, whereas the fourth injection usually 
produced ventricular fibrillation. For the angiograms 
the tube was led out through the chest wall which was 
closed. Standard radiographic equipment was used 
and 10 c.c. of hypaque were injected rapidly by hand. 
Exposure was just before the completion of the injec- 
tion. As many as 5 arteriograms were taken in each 


dog at intervals of 5 to 15 minutes. This procedure 
was tolerated well and only one of 18 dogs died follow- 
ing injection. The electrocardiogram showed flatten- 
ing and inversion of the T waves during the injection, 
but these changes quickly reverted to normal within a 
minute or two after the injection ended. Similar 
changes were produced when physiologic saline solu- 
tion was injected rather than hypaque. Most animals 
were sacrificed after the first series of angiograms, but 
in a few cases it was possible to maintain patency of 
the tube for as long as two weeks. 

The angiograms obtained in this manner were of 
high quality and delineated the coronary arterial ves- 
sels down to 0.2 mm. in diameter. Stereoscopic views 
were taken by successive exposures and could be 
viewed comfortably in a mirror stereoscope. A few 
serial angiograms were taken with a rapid cossette 
changer, and in these the cardiac veins could be seen 
within 1.5 seconds of the start of the injections. The 
photographic contrast in the veins was never as high, 
however, as in the arteries. The pattern obtained in 
the in vivo angiograms corresponded well with the 
more detailed studies on the excised hearts. 

—George R. Holswade, M.D. 


Patent Ductus Arteriosus in the Adult with Partial 
Reversal of Flow. Paut WINCHELL, JAMES REDINGTON, 
and Ricuarp L. Varco. Dis. Chest., 1958, 34: 181. 


IN THE ADULT with patent ductus arteriosus the typi- 
cal picture consists of a continuous murmur, usually 
developing early in life, a normal electrocardiogram 
or one showing a left axis deviation, mild to moderate 
left ventricular enlargement, rigorous aortic pulsation, 
and an increase in pulmonary blood flow. Cyanosis 
does not occur unless severe congestive failure de- 
velops. Sixteen cases were presented in 1925 of 
atypical patent ductus arteriosus in which right 
ventricular hypertrophy was present and scattered 
reports of a syndrome of patent ductus arteriosus with 
pulmonary hypertension and reversal of flow through 
the ductus arteriosus have been noted. The authors 
report 2 additional cases representative of the latter 
group. 

Both patients presented complaints of progressively 
severe exertional dyspnea. One had regional cyanosis 
and clubbing limited to the lower extremities. One 
showed polycythemia, a right ventricular strain pat- 
tern, and the roentgenogram revealed a well calcified 
ductus arteriosus. The clinical course of one of the 2 
patients indicated that pulmonary hypertension might 
have been progressive and that reversal of flow 
occurred relatively late in life, suggesting that hyper- 
tension may be acquired rather than congenital. Why 
adults with patent ductus arteriosus should develop 
pulmonary hypertension and eventually reversal of 
flow is not clear although the same problem exists in 
reference to other left to right shunts. Inasmuch as 
increased pulmonary flow may in itself produce pul- 
monary hypertension, it is suggested that this may 
lead to anatomical changes within the small pul- 
monary arteries resulting in increased pulmonary 
vascular resistance and with it a further aggravation 
of the pulmonary hypertension. That such changes 
in the pulmonary arterioles may be reversed would 
seem to warrant further attempts at surgical repair of 
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patent ductus arteriosus with reversal of flow. In the 
experimental animal, pulmonary arteriolar changes, 
however, are but partially reversed during reasonable 
periods of observation once the pulmonary pressure 
has been restored to approximately normal values. 
For surgery to be successful in cases of marked re- 
versal of flow there must be some mechanism present 
for maintaining adequate coronary flow and prevent- 
ing ventricular fibrillation. 
—Allan D. Callow, M.D. 


Aspiration Treatment of Cardiac Tamponade. HENRY 
P. Royster and Lewis H. Bosuer, JR. Arch. Surg., 
1958, 77: 117. 


Since 1950 all patients with recognized cardiac tam- 
ponade at the Medical College of Virginia Hospital 
have been treated initially by aspiration. Thoracot- 
omy was performed only in those cases in which aspi- 
ration had been ineffective or in which some complica- 
tion had arisen. With this procedure the authors 
treated a total of 17 consecutive patients without a 
fatality. 

Determination of venous pressure is considered to 
be of importance not only in establishing the diag- 
nosis, but in evaluating the adequacy of pericardi- 
centesis and in recognizing continued hemorrhage 
into the pericardium. 

It is important that pericardicentesis be performed 
without delay once the diagnosis is established and 
supportive measures are instituted. The subxiphoid 
approach is preferred because it minimizes the chance 
of injury to the coronary vessels and allows more 
complete evacuation of the pericardium. Indications 
of a successful aspiration are an immediate rise in 
blood pressure, a fall in the venous pressure, and an 
improved sensorium. Additional aspirations may be 
required, but if tamponade recurs promptly, thoracot- 
omy should be performed. In only 5 cases has more 
than one aspiration been necessary. Thoracotomy 
was utilized in 4 cases. 

The mortality rate of tamponade treated by peri- 
cardial aspiration leaves little doubt that this mode of 
therapy should be accepted as primary treatment. In 
contrast, the operative mortality remains high for 
several reasons. A significant number of the patients 
are admitted in acute alcoholism and accidents during 
pulmonary aspiration contribute heavily to the mor- 
tality and postoperative morbidity. The potentiality 
for cardiac arrest is apparent. Another obvious hazard 
is that of sudden hemorrhage when the pericardium is 
opened. Some of the operative mortality and mor- 
bidity probably could be avoided by preliminary 
aspiration of the pericardium, which procedure 
would in most instances correct the abnormal hemo- 
dynamics. 

A diligent attempt has been made to re-examine the 
authors’ cases in order that they might be evaluated 
with reference to the subsequent development of con- 
Strictive pericarditis. It has proved difficult. Patients 
of the type who sustain stab wounds of the heart sub- 
sequently become very inaccessible. They have been 
able to re-evaluate 6 of their cases more than one year 
after injury. In no case was there clinical evidence of 
constrictive pericarditis or cardiac aneurysm. 

—Arthur M. Simpson, M.D. 
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Extended Asystole. Rocer F. Mines, RIENTS VANDER 
Wovupe, HERBERT SLOAN, and Joe D. Morris. Arch. 
Surg., 1958, 77: 13. 


Tue appiTI0on of controlled cardiac arrest to the 
technique of total cardiac by-pass has many ad- 
vantages for open cardiac surgery. The duration of 
time for which a heart can be arrested safely during 
total cardiac by-pass is as yet undetermined. From 
previous studies, it is apparent that at least 20 min- 
utes of controlled asystole is well tolerated by both 
canine and human hearts. The experiments reported 
by these authors seek to extend the duration of 
asystole. 

A rotating disk type of oxygenator was used during 
these experiments. The solution used to obtain cardio- 
plegia contained 50 mgm. of potassium citrate and 
100 mgm. of magnesium sulfate per liter buffered to a 
pH of 7.4 with sodium bicarbonate. All of the dogs un- 
dergoing controlled cardiac arrest for 35 minutes with 
right ventriculotomy survived and in each animal, 
co-ordinated myocardial contractions resumed within 
30 seconds without mechanical stimulation. When 
this time limit was extended from 39 to 44 minutes, 
all dogs again survived; however, in 3 instances, 
dilatation of the heart chambers from coronary blood 
flow became noticeable and mechanical stimulation 
was required to start the contractions, which once 
initiated, became normal. Three additional dogs in 
this group were unable to maintain normal blood 
pressure without the aid of a pressor agent in the first 
hour following controlled arrest. All of the dogs in this 
group showed transitory depressed T-waves in Lead 
III after return of the myocardial contractions. 

Twelve dogs underwent controlled asystole and 
right ventriculotomy for 50 to 60 minutes. All but one 
of these dogs exhibited ventricular fibrillation upon 
release of the aortic clamp. Each heart that fibrillated 
was easily restored to regular rhythm with one or two 
electric shocks. Nine of these animals required pressor 
agents in the first 2 hours postoperatively. Four of the 
9 dogs survived 8 to 12 hours. Three dogs showed 
normal EKG tracings within 15 minutes following 
release of the aortic clamp without the aid of pressor 
agents. Each of these 3 dogs suddenly died 2 to 3 hours 
after perfusion for reasons which were not clear. The 
authors believe that 35 minutes of induced asystole is 
well tolerated in the dog; however, beyond this point, 
several problems are encountered. These include an 
inability of the heart muscle to resume co-ordinated 
contractions. Another problem is the inability of the 
hearts of some animals to sustain a satisfactory blood 
pressure after release of the aortic clamp. There were 
no prolonged survivals in a group of 12 dogs that 
sustained induced asystole for 50 to 60 minutes. 

—Alan Thal, M.D. 


Potassium, Magnesium, and Neostigmine for Con- 
trolled Cardioplegia. Wirt C. Szaty, W. GLENN 
Youna, Jr., Ivan W. Brown, JR., ALLEN LesacE, and 
Others. Arch. Surg., 1958, 77: 33. 


THe auTHors found that for the cat heart the 
Langendorff preparation, a combination of potas- 
sium citrate, magnesium sulfate, and _neostig- 
mine, was the most efficient means of stopping the 
heart. The present report relates their experiences 
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with the dog, with extracorporeal circulation, hypo- 
thermia, and prolonged induced cardiac standstill ob- 
tained with potassium citrate, magnesium sulfate, and 
neostigmine. The potassium-magnesium-neostigmine 
solution was found to be an effective cardioplegic 
agent. Some animals recovered from cardiac stand- 
still for periods as long as 52 minutes. After the heart 
resumed its beat and the coronary circulation re- 
turned, there were no persistent arrhythmias, al- 
though bradycardia resulting from the neostigmine 
lasted for 3 to 5 minutes. The systemic potassium 
levels did occasionally approach the toxic point, and 
the authors believe this is strong support for the use of 
a weak potassium solution. It was thought that the 
solution used in these experiments was superior to 
potassium citrate alone in that a good beat occurred 
more quickly after restoring the coronary circulation 
and the heart was much less likely to fibrillate in the 
postcardioplegic period. Magnesium sulfate was 
added to the solution because its locus of action was 
different from that of potassium. By using smaller 
quantities of the two drugs, it was possible to reduce 
the postcardioplegic concentration of both in the cir- 
culating blood. It is probable that magnesium par- 
alyzes the individual muscle fibril by blocking the 
energy transfer, thus stopping activity with a retention 
of muscle tone; whereas the potassium acts on the cell 
membrane and leaves the muscle atonic. Neostigmine 
is believed to prevent ventricular fibrillation in the 
cold heart during ventriculotomy. 
—Alan Thal, M.D. 


Internal Mammary Artery Ligation for Angina Pec- 
toris: Its Failure to Produce Relief. Rosert G. Fisu, 
Tuomas P, Crymes, and Martua G. 
England 7. M., 1958, 259: 418. 


‘THE AUTHORS report and discuss the resu!ts of bilateral 
internal mammary artery ligation in a group of 24 
selected cases of moderate or severe angina pectoris. 
All of the patients in this group were males, ranging 
in age from 32 to 64. In 22 patients, the diagnosis of 
angina pectoris was made on the basis of a classic 
history, with transient electrocardiographic changes 
accompanying pain or electrocardiographically proved 
transmural myocardial infarction at some time in the 
past. The character, duration, and progression of 
pain, nitroglycerin requirements, exercise tolerance, 
and occupational history were carefully noted. Mild 
cardiac decompensation was present in 2 cases and 
this was corrected in advance of surgery. No patient 
in this group had valvular defects and hypertension 
was present in only one patient. 

After the diagnosis of angina pectoris had been 
established, these patients were followed in the 
hospital on a regimen of restricted activity, and after 
a period of 2 to 6 weeks of evaluation, patients with 
persistent symptoms were selected for surgery. With 
the method of selection employed, all cases fell into 
the category of moderate or severe angina. Eleven 
of the patients had previous transmural myocardial 
infarction; 10 of them had angina decubitus on 
admission. Recent myocardial infarction was not 
considered a contraindication to surgery. The earliest 
ligation, in a patient with intractable angina, was 
carried out 5 weeks after infarction. 


An attempt was made to minimize the potential 
psychologic aspects of the procedure. It was ex- 
plained to each patient that the operation was ex- 
perimental, that there was no generally accepted 
physiologic basis for apparent good results, and that 
those attending the patients had no idea whether or 
not the angina would be improved. 

There were no operative deaths. All patients were 
observed in the hospital for at least a week after 
operation. They were seen on an outpatient basis 
one and two months after discharge, and thereafter 
at 3 month intervals. Evaluation of the patient’s 
condition was carried out independently by two 
different medical observers. 

In 20 of the 24 cases there was an initial period of 
marked improvement, which usually began in the 
immediate postoperative period and lasted for ap- 
proximately 10 to 60 days. This was reflected by 
increased exercise tolerance and a reduction in the 
quantity of nitroglycerin required and in electro- 
cardiographic stability. In most of the cases there was 
definite recurrence with development of further 
angina. At this writing only 4 patients, in their 
opinion, have experienced moderate improvement, 
and 2 believe that they were slightly improved. In 
the remaining 18, the anginal syndrome has resumed 
its preoperative course. 

The authors concluded that bilateral internal 
mammary artery ligation did not produce significant 
relief of anginal symptoms in this group of patients 
that they have reported. — Matthew H. Evoy, M.D. 


Myxoma of the Atrium; Successful Surgical Treat- 
ment in Two Cases, F. Henry ELuis, JR., HARoLp T. 
Mankin, and Howarp B. BurcHety. Med. Clin. N. 
America, 1958, July, p. 1087. 


OF ALL PRIMARY TuMoRS of the heart, myxoma com- 
prises about 50 per cent. These occur almost ex- 
clusively in the atria, and 75 per cent are located in 
the left atrium. In the literature 7 cases of successful 
complete removal of myomas of the heart have been 
reported, and 2 additional successful cases are re- 
ported from the Mayo Clinic. 

The first patient was a 45 year old woman, who was 
suspected of having a left atrial tumor, but her history 
and physical findings were compatible with rheumat- 
ic heart disease. Since angiocardiography and cardiac 
catheterization failed to demonstrate a tumor, she 
was explored without cardiac by-pass and a tumor the 
size of a golf ball was found in the left atrium. One 
week later, with extracorporeal circulation, the tumor 
was removed from its attachment to the atrial septum 
just above the mitral valve. A portion of the tumor 
projected through the valve at the posteromedial 
commissure and accounted for significant mitral in- 
sufficiency. The approach to the tumor in this case 
was through the right atrium, with incision of the 
atrial septum and closure of this defect after removal 
of the tumor. 

The second patient, a 48 year old man, had been 
treated for constrictive pericarditis because of ascites 
and venous congestion which had been present for 
many months. When cardiac catheterization demon- 
strated an 8 mm. of Hg diastolic gradient between the 
right atrium and the right ventricle, a diagnosis of 
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tricuspid stenosis was made. At operation a huge 
tumor was found in the right atrium, but only ex- 
ploration was done at this time. Three months later 
the patient was seen at the Mayo Clinic and by means 
of extracorporeal circulation a large tumor was re- 
moved. It was attached by a pedicle to the atrial sep- 
tum and filled almost the entire right atrium, some of 
it extending into the right ventricle through a dilated 
tricuspid valve. Histologically, the two tumors were 
similar and were regarded as primary tumors and not 
as thrombi. Both patients recovered from their opera- 
tions and were benefited. 

Certain clinical features may be of aid in distin- 
guishing myxomas from rheumatic valvular disease. 
Even though there occasionally may be a history of 
rheumatic fever, the disability with myxoma does not 
follow the same orderly progressive pattern that is 
seen with rheumatic disease. The course is shorter, but 
often interrupted by periods ofimprovement. Murmurs 
develop quickly, and may change from day to day or 
with the position of the body. Syncopal attacks oc- 
curring in a patient with signs of mitral valvular dis- 
ease is suggestive of myxoma. Episodic cyanosis, 
dyspnea out of proportion to the physical signs, sud- 
den swings in clinical course, and failure to respond to 
the usual cardiac therapy are all features of myxoma. 
Differentiation rests on a total appraisal of all avail- 
able data including cardiac catheterization and 
angiocardiography. 

Extracorporeal circulation has a distinct advantage 
over hypothermia in the removal of these tumors, 
especially when the left atrium is involved. A safe and 
simple approach to the left atrium is through the right 
atrium, but when the left atrium is large it may be 
entered directly from the right side. 

—George R. Holswade, M.D. 


Physiolo ic Considerations in the Selection of Pa- 
tients for Mitral Commissurotomy. Hiram W. Mar- 
SHALL, DaniEL C. CoNnNOoLLy, and EArt H. Woon. 
Med. Clin. N. America, 1958, July, p. 1065. 


‘THE UNDERSTANDING Of the hemodynamics of acquired 
heart disease has increased considerably with the 
introduction of cardiac catheterization and the 
impetus given by the surgical treatment of these 
disorders. 

The basic physiologic problem in mitral stenosis is 
an elevation above normal of the resistance to blood 
flow across the mitral valve, which results in elevation 
of the left atrial pressure, sometimes in severe cases to 
the level of pulmonary edema at a mean pressure of 
35 mm. of mercury. The left atrial pressure may be 
measured indirectly at right heart catheterization by 
wedging the catheter in a peripheral branch of the 
pulmonary artery, and thereby creating an artificially 
closed manometric system which leads to the left 
atrium. 

When the left atrial pressure approaches the level 
of pulmonary edema, protective changes develop in 
the pulmonary arterioles, which results in an increase 
of the pulmonary arteriolar resistance and a coinci- 
dent increase of the pressure in the pulmonary artery 
and right ventricle. Because of the increased resistance 
offered to the flow of blood at the mitral orifice and 
in the pulmonary vascular bed, the cardiac output is 
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lessened. With the onset of right ventricular failure, 
the pressures in the right atrium and great veins 
become elevated. 

These, in essence, are the changes brought about 
by mitral stenosis. It has been calculated that the 
critical valve area at which symptoms of pulmonary 
edema may appear is approximately 1 sq. cm. 

However, it has been found that the data obtained 
by measuring blood pressures, blood flow, and oxygen 
saturations in the right side of the heart do not help to 
distinguish mitral stenosis from mitral regurgitation. 
This distinction is of considerable importance, since a 
good surgical procedure for the relief of mitral stenosis 
is available, whereas no comparable operation is 
available for the relief of mitral regurgitation. 

The diagnostic differentiation between mitral steno- 
sis and mitral regurgitation can be readily made when 
either of the disorders exists alone or is strongly pre- 
dominant by analysis of the pulmonary artery wedge 
or the left atrial pressure pulse contour, by measure- 
ment of the gradient across the mitral valve at left 
heart catheterization, or by application of the indi- 
cator dye dilution techniques. 

When mitral stenosis and mitral regurgitation 
coexist, and especially when neither greatly predomi- 
nates, the differentiation is more difficult. 

In cases of mitral stenosis with regurgitation the 
magnitude of the pressure gradient across the mitral 
valve loses much of its diagnostic significance, since 
only the forward blood flow can be measured and the 
quantity of blood regurgitated in the left atrium is 
known. Use of the left atrial pressure pulse contour 
gives slightly greater accuracy of differentiation be- 
tween mitral stenosis and mitral regurgitation than 
does the pulmonary artery wedge pulse contour. The 
comparison of the peaked V-wave with mean left 
atrial pressure provides the best differentiation of the 
two valvular defects. However, this procedure cannot 
differentiate with sufficient accuracy the problem 
cases of mixed mitral stenosis and regurgitation. 

Comparison of dye dilution curves from patients 
with pure mitral regurgitation with those from pa- 
tients with pure mitral stenosis provides distinguishing 
features, although in patients with less severe degrees 
of regurgitation these are not always readily discern- 
ible by simple inspection. The simplest recommended 
technique requires only measurement of the least con- 
centration of the dye (C,) and of the systemic re- 
circulation concentration (Cr). Applying this simple 
C,/Cr ratio to patients with mitral disease results 
in some overlap of values in combined lesions of the 
mitral valve. Nevertheless, this simple and easily 
measured ratio has proved to be a valuable adjunct 
in the differential diagnosis of mitral stenosis and 
mitral regurgitation, and has the advantage of ready 
applicability. —E. W. Cauldwell, M. D. 


Mitral Valvuloplasty in Patients Past Fifty. HARRISON 
Brack and Dwicut E. Harken. NV. England 7. M., 
1958, 259: 361. 


Tue cases of 154 patients with mitral stenosis who 
were between the ages of 50 and 70 at the time of 
surgical correction of this lesion are reviewed. They 
are compared with a larger group of patients below 
this age. 
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A higher percentage of the older patients were in 
an advanced stage of their disease and therefore in 
group 4 than was true of the younger patients (57.8 
per cent versus 20.7 per cent). 

Preoperative arterial embolization, associated ar- 
teriosclerotic heart disease, and elevated blood pres- 
sure were all significantly more common in the older 
age group. 

Despite these adverse factors evaluation after an 
average of 25.7 months reveals that, when similar 
stages of disease are compared, the operative risk, 
frequency of late death, and percentage of improve- 
ment after operation are practically identical with 
that found at younger ages. 

The authors concluded, therefore, that properly 
selected patients over the age of 50 who have mitral 
stenosis should be offered surgical relief with the same 
assurance that is justified at an earlier age. 

— Benjamin Goldman, M.D. 


Circulatory Bypass of the Right Side of the Heart; 
Shunt Between the Superior Vena Cava and the 
Distal Right Pulmonary Artery; Report of Clinical 
Application. W. L. Gienn. .V. England J. M., 
1958, 259: 117. 


IT HAS BEEN DEMONSTRATED by the author and re- 
ported in previous publications that an anastomosis 
between the superior vena cava and the distal right 
pulmonary artery can be successfully accomplished in 
animals. One dog remains alive with a patent anas- 
tomosis 3.5 years after operation. A shunt between the 
inferior vena cava and the distal right pulmonary ar- 
tery was less well tolerated in animals because of the 
regular occurrence of splanchnic venous congestion 
and ascites. 

In a 7 year old boy with a single ventricle, trans- 
position of the great vessels, and pulmonic stenosis, an 
anastomosis was successfully performed between the 
superior vena cava and the distal right pulmonary 
artery. There was a significant increase in arterial 
oxygen saturation and the exercise tolerance was im- 
proved after the operation. 

It was thought that this procedure would be ap- 
plicable to a number of anomalies of the right side of 
the heart which at the present time cannot be cor- 
rected by open heart techniques. Such conditions 
would include stenosis or atresia of the tricuspid valve 
and pulmonary outflow tracts, Ebstein’s anomaly, 
single ventricle, bilocular heart, transposition of the 
great vessels with an associated pulmonary valvular 
stenosis, and abnormal insertion of either vena cava 
into the left atrium with obstruction. Possibly in cer- 
tain cases of pulmonary hypertension in which the 
changes in the pulmonary arterioles have not become 
irreversible, a shunt of systemic venous blood into the 
pulmonary arterial circulation would be beneficial at 
some time after temporary ligation of the right pul- 
monary artery. 

The important criteria for the selection of patients 
for this operation are normal or decreased pulmonary 
vascular resistance and a pulmonary artery and su- 
perior vena cava of large size. If these criteria are not 
fulfilled thrombosis of the anastomosis with fatal re- 
sult is likely to occur. 

—George R. Holswade, M.D. 


Extracorporeal Circulation in Intracardiac Surgery. 
FRANK GERBODE, J. J. Ossorn, D. G. MELRosE, H. A. 
Perkins, and Others. Lancet, Lond., 1958, 2: 284. 

AT STANFORD UNIVERSITY HOSPITAL during 1955 and 

1956 tests of several heart-lung machines established a 

preference for oxygenating the blood by surface film- 

ing rather than by introducing oxygen bubbles. From 
this study came a design for a machine using disposa- 
ble plastic surfaces for oxygenation, a modification of 

Gibbon’s principle. This machine, named for Osborn. 

was intended to have all the advantages of the Gibbon 

machine without the serious disadvantage of great 
difficulty in properly cleaning surfaces in repeated 
contact with blood. The Osborn machine, together 
with a rotating-disc machine designed by Melrose, has 
been in routine clinical use at the Stanford University 

Hospital since May, 1957. The machines have been 

used alternately and have been operated by the same 

team. The only selectionof cases occurred when 
patients were large and the Melrose machine was 
used because of greater oxygenating capacity. 

There were 100 patients operated on during this 
series with no substantial difference in mortality or 
morbidity or any other measurable difference. Each 
machine provided an entirely satisfactory operative 
environment and thus the choice between them could 
be made on the grounds of convenience, cost per per- 
fusion, and other administrative considerations. 

On these grounds, it was decided to adopt the Mel- 
rose machine with an important change in its con- 
struction so that all substantial parts in contact with 
blood may be made disposable and may be sterilized 
by autoclave. The oxygenator is to be of metal covered 
with teflon, and disposable discs of stainless steel re- 
place those of plastic. This is necessary for the proper 
maintenance and safety of an apparatus used more 
than five times a week. 

During the comparison of these two machines 70 
patients were operated on with a mortality better 
than 19 per cent. If the inoperable cases are excluded, 
the mortality is better than 13 per cent. There were 
few pulmonary complications and respiratory embar- 
rassment occasioned by thoracotomy was greatly re- 
duced by using the median sternotomy incision. 
Temporary respiratory acidosis has been noted when 
nursing care did not sufficiently encourage breathing. 
The “syndrome of sudden death” was not encoun- 
tered and no patient whose immediate postoperative 
condition was satisfactory deteriorated unexpectedly. 
There were, however, 5 patients in the series with a 
‘‘post-perfusion syndrome’’, 4 of whom died. Two of 
these were classified as perfusion deaths. 

Elective cardiac arrest with potassium citrate was 
used on 36 occasions and it was established that it is 
helpful, reliable, and safe. Postoperative hemorrhage 
was not a problem and coagulation abnormalities 
were slight and required no unusual management. 

The authors believe their experience lends support 
to the view that improvement in team skill is more 
important than improvement in mechanical design. 
Until a disposable closed-circuit pump oxygenator of 
membrane type has been fully tested and has proved 
to have the outstanding advantages it promises, 
present requirements can be adequately met with 
existing machines. — David E. Hallstrand, M.D. 
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Differentiation of Aortic Stenosis and Aortic Regurgi- 
tation by Physiologic Methods. J. Leo Wricur. 
Med. Clin. N. America, 1958, July, p. 1075. 

OBSTRUCTION TO LEFT VENTRICULAR OUT-FLOW is 

usually due to valvular aortic stenosis. However, sub- 

valvular aortic stenosis, once regarded as uncommon, 
is not a rare lesion. Obstruction may be valvular, oc- 
cur proximal to the valve, or, in uncommon in- 
stances, occur above the valve. In the 2 latter in- 
stances, the valve itself may not be involved, so that 
correction of the obstructive condition results in 
anatomic restoration of the out-flow tract with the 
left ventricle protected by an intact, normally func- 
tioning aortic valve. This desirable end-result is not 
often achieved in valvular aortic stenosis, inasmuch as 
the valve is commonly thickened, relatively immobile, 
and frequently calcified. Surgical procedures cur- 
rently available for the correction of valvular aortic 
stenosis are palliative and leave the patient with the 
diseased valve even though the stenosis, as measured 
by the difference in systolic pressure across the valve, 
is lessened or completely corrected by the surgical 
technique. The surgeon faced with a thick calcified 
aortic valve with multiple calcific excrescences must 
decide whether vigorous attempts to relieve the steno- 
sis actually may be contraindicated because of the 
likelihood of producing marked aortic regurgitation. 

Likewise, surgical treatment of aortic regurgitation is 

a palliative procedure. While available surgical 

methods may diminish the degree of regurgitation, 

only rarely is a cure of aortic incompetence reported. 

The lack of a definitive surgical procedure for the 
correction of aortic stenosis and aortic regurgitation 
in itself accentuates the need for the precise selection 
of patients for surgical intervention. Evaluation of the 
condition of these patients begins with an appraisal of 
the history and clinical data, which includes the 
electrocardiographic, fluoroscopic, and roentgeno- 
graphic findings. Information so obtained is aug- 
mented by physiologic studies to detect hemodynamic 
abnormalities when indicated. 

Measurement of left atrial and left ventricular pres- 
sures has been satisfactorily accomplished by the 
author with posterior percutaneous puncture of the 
left atrium. This method of measuring the pressure 
gradient across the aortic (and mitral) valve simul- 
taneously with measurement of the flow through the 
valve (cardiac output) through a single needle makes 
accurate assessment of the degree of stenosis possible. 

Abnormalities of the aortic and radial pulse con- 
tours, particularly in severe valvular aortic stenosis, 
have also proved to be important aids in the labora- 
tory diagnosis of aortic stenosis. Today, all patients 
with abnormalities of pulse contour, regarded as 
typical of aortic stenosis, have proved to have this 
lesion at operation. 

Severe aortic stenosis alone produces no character- 
istic change in contours of the indicator dye dilution 
curves, 

In subvalvular aortic stenosis the mechanical re- 
sponse of the left ventricle is apparently the same as 
the response to valvular aortic stenosis. The aortic 
pulse contour in the patient with subvalvular aortic 
stenosis resembles a normal pattern to a surprising 
degree. The postdicrotic wave may be clearly seen, 
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suggesting a normally functioning aortic valve, but it 
is absent in the patient with valvular stenosis. While 
not a proved diagnostic sign, the postdicrotic wave, 
when present on the aortic contour, suggests the 
presence of a normally functioning aortic valve. The 
arterial indicator dilution curves recorded in subval- 
vular aortic stenosis are essentially normal. 

Significant increase of the left ventricular pressure 
above simultaneously recorded left atrial pressure in 
late diastole strongly suggests aortic regurgitation. 
The diagnostic features of the simultaneously recorded 
aortic and radial pressure pulses in aortic regurgita- 
tion are: a low diastolic pressure, a wide pulse pres- 
sure, and a rapid rise to a peaked radial systolic pres- 
sure. A well defined dicrotic halt and a postdicrotic 
wave on the aortic contour are absent. 

In the experience of the author, the best presently 
available technique for detection and quantitation of 
aortic regurgitation requires simultaneous recording 
of dilution curves from the left ventricle (via a needle 
introduced percutaneously into the apex of the left 
ventricle) and from a systemic artery, following injec- 
tion of the indicator just above the aortic valve and an 
injection into the pulmonary artery. If aortic regurgi- 
tation is present, rapidly appearing dye is detected in 
the left ventricle following the aortic injection. Com- 
parison of the area of this curve with that of the left 
ventricular curves recorded following the injection 
into the pulmonary artery allows estimation of the 
volume of aortic regurgitation. 

These basic techniques are equally valuable in the 
precise evaluation of other acquired and congenital 
malformations of the heart. 

—E. W. Cauldwell, M.D. 


Hufnagel Valve Surgery for Aortic Insufficiency. 
DanireL F. Downinc and Henry T. Nicnuots. 7. 
Thorac. Surg., 1958, 36: 238. 


THE AuTHoRS believe that the Hufnagel operation 
must be considered palliative since it fails to improve 
the hemodynamics of the coronary and brachiocephalic 
circulation. It does, however, reduce by as much as 
75 per cent the excessive work load to which the 
heart is subject in the presence of aortic regurgitation. 
Although the surgical and late mortality of the 
Hufnagel operation has been high the majority of pa- 
tients who survive operation have been significantly 
benefited. The authors review their operative tech- 
nique in detail to assist others who have been deterred 
from performing this operation because of initial dif- 
ficulties. Reference should be made to the original 
article for precise details. 

The cases of 21 patients between the ages of 10 and 
63 are reviewed. Three were in the second decade, 3 
in the third, 4 in the fourth, 7 in the fifth, and 2 each 
in the sixth and seventh decades. All had severe aortic 
regurgitation and ominous signs and symptoms had 
developed in all but one. Three patients died on the 
operating table with ventricular fibrillation. Two pa- 
tients died in the hospital, one with acute renal shut- 
down and paralysis of the lower extremities and one 
with septicemia. There were 4 late deaths. One pa- 
tient showed thrombosis of the right external iliac 
artery that was presumed to have been embolic in 
origin, and a second patient required a bowel resec- 
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tion for mesenteric thrombosis 1 month after opera- 
tion. A third patient died in a shocklike state with 
cold, pulseless lower extremities 5 months after sur- 
gery. Sixteen patients survived and left the hospital 
and all were considered to be at least temporarily 
improved. Thromboembolic complications probably 
occurred in 5 of 21 patients. Early operative mor- 
tality is believed to be related to the length of aortic 
occlusion. With the authors’ new technique aortic 
occlusion has been limited to 5 minutes or less in all 
but one of the succeeding series of 9 patients. 
—Allan D. Callow, M.D. 


Management of Pericardial Effusions by Pericardi- 
ectomy. Crasrnopor, Irvine G. Kroop, and 
GERALD Levy. WN. York State 7. M., 1958, 58: 2367. 


PERICARDIECTOMY is a well established form of treat- 
ment for tuberculous and nonspecific chronic peri- 
cardial effusions, and may also be helpful in the 
treatment of other forms of pericardial effusion. 

A case of purulent pericarditis due to the Staphylo- 
coccus in a 10 year old boy with acute osteomyelitis 
is reported to illustrate the effectiveness of pericardi- 
ectomy in suppurative effusion of the pericardium. In 
such cases initially two or more pericardiocenteses 
are performed, and if the infection is not controlled by 
this means plus antibiotics, drainage is necessary. 
Pericardiostomy may provide temporary drainage, 
but the drainage may not be complete, or may seal off 
prematurely. Pericardiectomy provides wide drainage 
into the pleural cavity where the infection may be 
controlled by tube drainage. 

In tuberculous pericarditis the prognosis is often 
poor when conservative therapy is followed, and 
earlier operation under antibiotic protection shortens 
the period of hospitalization, decreases myocardial 
damage, and prevents the later development of con- 
strictive pericarditis. In a very ill patient preliminary 
drainage may be followed in about 2 weeks by 
pericardial resection. 

Anterior parietal pericardiectomy was performed on 
a 44 year old negro man during an acute exacerbation 
of chronic nonspecific pericarditis. Early improvement 
was followed in 6 months by failure of the right heart 
and fluoroscopic evidence of some constriction. 

The authors report the use of pericardiectomy in 
the treatment of pericardial effusion due to malignant 
metastases. The condition in one woman with carci- 
noma of the lung was temporarily improved after 
pericardiectomy. However, in the light of more recent 
work, the authors believe that the injection of radio- 
active gold or nitrogen mustard into the pericardial 
sac should be used before resorting to operation for 
relief of this type of pericardial effusion. 

—George R. Holswade, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Mucosal Folds at the Cardia as a Component of the 
Gastroesophageal Closing Mechanism. G. S. Mut- 
LER Botna. Brit. J. Surg., 1958, 1:569. 


THE CLOSING MECHANISM between the stomach and 
the esophagus has been the subject of controversy for 
more than two hundred years. Since the current 
theories are unsatisfactory, a series of anatomic, 


physiologic, and radiologic investigations was carried 
out to study this problem. 

Dissections of the gastroesophageal junction in 
adults and infants revealed that special mucosal folds 
were present at the cardiac orifice of some people. 
Since these folds apparently disappeared after death 
because of post mortem changes, the cardia was exam- 
ined at operation in patients who had a partial gas- 
trectomy, with further evidence of occluding folds. 
Various types of folds were seen in animals imme- 
diately after death, but there was no evidence of 
these after a few hours. The functional activity of 
these folds was proved by direct examination of the 
gastroesophageal junction in anesthetized animals. 
These folds appeared to have active independent 
tone which could only have been due to a well- 
developed muscularis mucosae, as was proved his- 
tologically. 

The mucosal folds at the gastroesophageal junction 
are actively drawn together by the internal esophageal! 
sphincter to produce a water-tight seal at the cardia. 
These two factors, the folds and the sphincter, act 
together in perfectly balanced harmony to form the 
closing mechanism between the stomach and the 
esophagus. The diaphragm is an important accessory 
mechanism and maintains the normal position of the 
gastroesophageal segment so that the closing mech- 
anism can act with the greatest advantage. The 
angle at which the esophagus joins the stomach is an 
organ characteristic which, as such, plays no part in 
the closing mechanism. A mechanical valve does not 
exist. —John 7. Maloney, M.D. 


Studies of Esophageal Varices Before and After Porta- 
caval Shunts. Joun A. Evans and Mary ANN Payne. 
Am, J. Roentg., 1958, 79: 760. 


THE BARIUM esophagograms of 68 patients were 
studied before and after the creation of portacaval 
and splenorenal shunts for portal hypertension. The 
presence or absence of roentgenographically de- 
monstrable varices correlated closely with the degree 
of fall in pressure in the portal system obtained 
by operation, and also with the clinical course of the 
patient following surgery. Barium study of the 
esophagus then becomes a valuable tool in evaluating 
prognosis if it is used frequently in the follow-up 
period following venous shunt procedures. Those 
patients who bled in the postoperative period had 
an early return or persistence of previously demon- 
strable varices. Those in whom the varices disap- 
peared have continued to remain free of postoperative 
hematemesis and were also the ones in which good 
drops in pressure in the portal bed were obtained by 
anastomotic shunts. Graphic eviden.< of this is in- 
cluded together with reproductions oi characteristic 
barium esophagograms illustrating the correlations 
mentioned. —Kenneth Hardy, M.D. 


Benign Tumors and Cysts of the Esophagus. GuNNAR 
NEsE. Acta chir. scand., 1958, 114: 162, 


A survey of the occurrence of benign growths and 
cysts of the esophagus, an account of the clinical. 
roentgenographic, and histologic appearances of these 
lesions, together with methods of treatment for the 
various types, is given in this article from the Sur- 
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gical University Clinic A Rikshospitalet, Oslo, Nor- 
way. The cases of 10 patients treated from 1 to 10 
years previously are reviewed and include 2 neuri- 
nomas, 3 leiomyomas, 1 lipofibroma, 1 esophageal 
cyst, 1 retention cyst, and 2 bronchogenic cysts. 

The author draws attention to the rarity of benign 
esophageal tumors and cysts, and to their predilection 
to occur in the male sex. He differentiates, both on a 
clinical and radiographic basis, those benign lesions 
that occur primarily as mucosal or intraluminal 
tumors from those that occur as extramucosal or 
intramural lesions. In the former group, granulomas, 
papillomas, adenomas, and polyps are most common, 
while in the latter, leiomyomas, fibromyomas, lipo- 
fibromas, and neurogenic tumors are frequent. ‘Those 
of the latter group may grow to enormous size before 
causing symptoms, whereas the former tumors fre- 
quently cause early dysphagia or evidence of obstruc- 
tion. Benign cysts generally are either of the broncho- 
genic type and display a lining of ciliated columnar 
epithelium, or of the enterogenic type showing a lining 
of primitive entodermal origin. Acquired cysts, known 
as retention cysts, frequently occur from the glandular 
ducts and are most commonly seen in the distal 
esophagus. Bronchogenic and enterogenic cysts of 
congenital origin are seen more proximally. 

The author discusses the relative merits of endo- 
scopic versus transthoracic removal, and points out 
the excellent prognosis of these lesions following 
excision. Graphs and tables illustrating the symptom- 
atology and findings in his cases are presented. 

—Kenneth Hardy, M.D. 


Occult Carcinoma of the Esophagus. Daviv B. Mon- 
HEIT and Morris York State 7. M., 
1958, 58: 2506. 


THE AUTHORS point out that the survival rate of car- 
cinoma of the esophagus is the lowest of any cancer, 
being about 2 per cent. In a most significant percent- 
age of cases there is a complete absence of pertinent 
symptoms throughout the entire course of the disease, 
the unsuspected diagnosis ultimately being made only 
very late. 

Dysphagia, generally considered to be the charac- 
teristic symptom of carcinoma of the esophagus, is a 
late manifestation, occurring when the esophageal 
lumen has been reduced to a diameter of 0.5 cm., or 
when associated inflammation or spasm occurs. Usu- 
ally retrosternal discomfort or dull pain is the truly 
first symptom noted. There may be “heartburn” or an 
anginal type of pain with radiation to the neck or arm. 
At this time clinical examination is nonrevealing. 

The authors review the literature carefully, describ- 
ing several different types of occult carcinoma of the 
esophagus, and then proceed to give 4 case reports 
which highlight these. It is in these cases of occult car- 
cinoma without dysphagia or other seemingly perti- 
nent findings, according to the authors, that the ap- 
pearance of symptoms caused by local extension of 
the disease and its complications, or by distant me- 
tastases, may present a clinical picture which is 
suggestive of anything but the actual causative dis- 
ease. Unfortunately, these symptoms are also indica- 
tive of surgical and radiotherapeutic incurability. The 
case reports represent examples of some of these types. 
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Case 1. A white male, 65 years of age, complained 
of a chronic “‘cigaret” cough which had been present 
for sometime but had increased markedly for the 3 
weeks preceding admission. He had had one shaking 
chill prior to admission. On admission, temperature 
was 101.6 degrees F. There was percussion dullness 
over the lower half of the left chest with rales, coarse 
rhonchi, and diminished voice transmission. The 
white blood count was 24,500. A roentgenogram of 
the chest revealed what was considered to be an 
aspiration lobular pneumonia of the left lower lobe. 

Following the examination bronchoscopy was per- 
formed and a granulomatous lesion was seen. The 
lesion was biopsied and reported to be epidermoid 
carcinoma. A diagnosis of bronchogenic carcinoma of 
the left lung was made and a left pneumonectomy was 
performed. There was no evidence of carcinoma 
found in the removed lung and a diagnosis of lobular 
pneumonia was made. The patient recovered and was 
discharged but was readmitted 11 days later with 
empyema. The cavity was drained when he failed to 
respond but he died shortly thereafter. 

At postmortem examination a carcinoma of the 
esophagus was found with extension into the medi- 
astinum and left main stem bronchus. A left broncho- 
pleural fistula and left pleural empyema were present. 
Therefore, the cause of the patient’s disease and symp- 
toms was a carcinoma of the esophagus which had 
been entirely unsuspected and which had perforated 
into the left bronchus. 

Case 2. The second case was somewhat less dra- 
matic, but was a 68 year old, white female with a chief 
complaint of severe chest pain and swelling of the face. 
The patient had complained of cough and chest pain 
for 2 years and there had been a history of asthma. 
Left pleural effusion, and empyema of the left side 
developed and the patient died 5 days after admission. 
The presumption was that she had had a perforation 
of the carcinoma of the esophagus which was found 
on the roentgenogram of the left chest. 

Case 3. The third case was a 63 year old Puerto 
Rican male who had a large left chest mass. This 
chest mass was investigated by a roentgenogram of the 
esophagus and at this time a deformity of the esoph- 
agus was noted. The patient failed rapidly, having 
chest pain and mediastinal symptoms, and died sud- 
denly 37 days after admission. Postmortem examina- 
tion revealed an annular carcinoma of the esophagus 
with ulceration which pointed to a large encapsulated 
saccular mass of purulent material in the posterior 
portion of the right lung. The patient at no time 
presented symptoms that would ordinarily be referred 
to the esophagus. The immediate cause of hospitaliza- 
tion had been fever and acute severe chest pain which 
was the result of perforation of the esophageal car- 
cinoma. 

Case 4. The fourth case was a white male, age 64, 
who presented symptoms suggestive of congestive 
heart failure. For 1.5 years the patient had had inter- 
mittent episodes of heart failure which had responded 
to digitalis. Finally he complained of nausea and 
vomiting and in evaluation of his cardiac status an 
esophagram was carried out which showed a deform- 
ity of the esophagus. The patient had an exploratory 
procedure and an esophagojejunostomy was done. 
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The patient did not tolerate the procedure well and 
died postoperatively. 

This patient demonstrates evidence of pericardial 
involvement by a tumor with subsequent symptoms 
referable to cardiac disease. The authors believe that 
in the absence of a demonstrable etiologic agent for 
the cardiac arrhythmia and heart failure, metastatic 
involvement of the heart must be considered. Tumor 
metastasis to the heart and pericardium are often 
clinically silent, or the symptoms and signs are over- 
shadowed by those of the primary tumor or its 
metastasis to another organ. The authors believe that 
carcinoma of the esophagus, which is an insidious 
disease, may, because of its growth, cause invasion of 
other near-by organs and the symptoms may be 
referable to these organs long before the disease in the 
esophagus has become apparent. 

—Peter Dineen, M.D. 


Mediastinal Masses; Analysis of 72 Surgical Cases. 
B. G. Srreete and Davin E. Tuomas. Arch. Surg., 
1958, 77: 105. 


A REviEw Of the statistical literature is presented. The 
authors believe that a study of this nature has more 
value if all mediastinal lesions resulting in thoracot- 
omy are considered. Seventy-two consecutive cases of 
patients with enlarged mediastinum without demon- 
strable preoperative pulmonary involvement who 
were treated surgically over a 10 year period at the 
Fitzsimons Army Hospital are considered. 

Thirty of the 72 cases could not be placed in the 
category of mediastinal new growths or cysts (e.g., 
Hodgkin’s, sarcoidosis). Malignancy was found in 
more than 33 per cent of the cases. Symptoms were 
present in 52 per cent of the patients. Disease in the 
remaining patients was discovered on routine chest 
roentgenogram. The presence of symptoms is sugges- 
tive of cancer, since 66 per cent of the patients with 
symptoms had malignant disease in contrast with 29 
per cent in the benign group. 

Extensive and expensive diagnostic work-up seldom 
led to a specific diagnosis prior to thoracotomy. The 
greater number of mediastinal tumors, 33, or 46 per 
cent, occurred in the anterosuperior mediastinum (17 
malignant and 16 benign). The most common tumor 
was Hodgkin’s. Five masses in the anteroinferior 
mediastinum were all benign pericardial cysts. In the 
middle mediastinum there were 20 masses not asso- 
ciated with parenchymal disease. Sarcoidosis repre- 
sented the largest number of cases in this area. Also 
there were four lymphomas. There were 14 tumors of 
the posterior mediastinum. The most common tumor 
was the bronchogenic cyst. In addition, there were 
several tumors of nerve origin. 

Total removal was accomplished in all the benign 
lesions but could be accomplished in only three 
malignant tumors. In 82 per cent of the malignant 
cases, partial removal followed by irradiation was all 
that was possible. There were 3 operative deaths. In 
the follow-up, there were no deaths in the benign 
group (excluding thymomas), and all traceable pa- 
tients were living. Only 2 patients are living and well 
5 years after receiving treatment for malignant con- 
ditions of the mediastinum. 

—Arthur M. Simpson, M.D. 


MISCELLANEOUS 


The Diagnostic Value of Biopsy of Nonpalpable 
Scalene Lymph Nodes in Chest Diseases. THomas 
W. M. Legs, and Rosert T. Fox. 
Ann. Surg., 1958, 148: 184. 


THE AUTHORS have reviewed the records of 126 pa- 
tients who had biopsy of nonpalpable scalene lymph 
nodes. They cite the studies of Rouviere as a basis 
for deciding which side should be biopsied. Theo- 
retically, all three divisions of the right lung drain 
by the right paratracheal lymph nodes to the right 
scalene node group. The upper division on the left 
drains to the left scalene node group. The middle 
division drains to the left scalene node group and has 
a potential crossover to the right and the inferior 
division likewise drains to the subcorynal nodes and 
then via the right paratracheal group to the right 
scalene area. The authors have selected the right side 
in those individuals with disease in the right lung, 
the left side in those individuals with disease in the 
upper third of the left lung, and have performed 
bilateral biopsies for lesions in the middle and lower 
lobes of the left lung. When diffuse bilateral disease 
is present the right side only is done as a rule. 

The present series included 126 patients. The 
authors found that a definitive histologic and/or 
bacteriologic diagnosis was made in 21.4 per cent 
of the 126 individuals with intrathoracic disease. The 
biopsy yielded a definitive diagnosis in 80 per cent 
of the individuals who were proved to have Boeck’s 
sarcoid. A 20 per cent positive histologic diagnosis 
was obtained in individuals with diffuse lung disease. 
In the indeterminate group, those patients having 
unilateral pulmonary lesions or mediastinal lesions, 
12.1 per cent positive diagnoses were obtained. In 
patients with proved carcinoma of the lung, metastatic 
tumor was discovered in the nonpalpable scalene 
nodes in 12 per cent. —John H. Schneewind, M.D. 


Circulatory Changes Associated with Inspiratory 
Positive Pressure Treatment. Oscar FEINSILVER. 
Dis. Chest, 1958, 34: 87. 


THE EFFECT of intermittent positive pressure breathing 
on intrathoracic pressure and circulation was studied 
in 9 patients; 3 with unresolved pneumonia, 2 with 
asthma, and 5 with pulmonary emphysema. The 
inspiratory positive pressure varied from +5 to +18 
cm. of water. The pulse pressure fell in all patients as 
the systolic pressure declined. The diastolic level was 
variable. Dye dilution with Evans blue during inter. 
mittent positive pressure breathing showed marked 
differences from the control curves. The appearance 
of dye in the blood, maximum concentration time, 
passage time, and disappearance time were all de- 
layed. A study of the graphs indicated that positive 
pressure breathing in these patients caused profound 
effects on the intrathoracic circulation. 
—B. G. P. Shafiroff, M.D. 


Results of Medical Treatment in Hiatus Hernia. 
A. FLoop and GeorceE C. HEnnic. Gastro- 
enterology, 1958, 35: 62. 


A series of 100 patients with hiatus hernia were ob- 
served under medical management for an average 
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period of 4 years. Roentgenographically the hernias 
were small in three fourths of the patients, and in a 
quarter they were of moderate size. The size of the 
hernia frequently varied in those patients who had 
more than one x-ray examination. Most of the hernias 
were of the sliding type. In only one was the cardiac 
orifice below the diaphragm, and one patient had a 
congenitally short esophagus. 

The most common symptoms were substernal burn- 
ing and a sense of gas pressure, which was usually 
referred to the xiphoid region or to the epigastrium. 
Upon institution of medical treatment there was a 
prompt decrease in the symptoms in the majority of 
patients. Symptoms of hemorrhage or of stricture also 
improved under medical management. 

There was complete freedom from symptoms dur- 
ing approximately one-quarter of the years of observa- 
tion. Minimal symptoms which were readily relieved 
occurred during approximately another quarter of the 
years. Incapacitating episodes, such as hemorrhage, 
severe ulcerlike pain, or marked dysphagia, occurred 
during 11 per cent of the patients’ years. The remain- 
ing third (36 per cent) of the years were characterized 
by the occurrence of symptoms of moderate severity, 
such as substernal pain, dysphagia, or periods of 
nightly substernal discomfort. 

There were 13 patients who suffered from intracta- 
ble distress and 9 of these were finally subjected to 
operation. There was no common factor in the pa- 
tients with intractable symptoms which might explain 
the unfavorable clinical course. Hernias of all sizes 
were encountered in this group. 

Eighteen of the 100 patients with hiatus hernia ex- 
perienced at least one gross upper gastrointestinal 
hemorrhage. There were no deaths. Hemorrhage was 
occasionally severe enough to produce shock, but in 
most instances did not necessitate transfusion. 

Ten patients had stricture of the esophagus and in 
all the response to dilatation and bouginage was 
satisfactory. Subsequent to bouginage, the clinical 
course of these patients was relatively benign, and 
the patients were rarely incapacitated. Stricture de- 
veloped under observation in only one patient. In the 
remaining 9 it was present initially. 

In addition to 10 patients with stricture, 17 other 
patients complained of dysphagia. There was no evi- 
dence of stricture in this group on esophagoscopy. 
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Twenty additional patients were seen who had as- 
sociated ulcer of the stomach or duodenum. The prog- 
nosis of this group was relatively unsatisfactory. 

Prognosis was not related to the size of the hernias 
or to demonstrable gastroesophageal reflux on roent- 
genographic examination. 

—Frederick W. Preston, M.D. 


Experimental Studies of Plastic Operations on the 
Moghrens with Periosteal Transplants in the Re- 
pair of Total Diaphragmatic Eventrations (Ricerche 
sperimentali sulle plastiche del diaframma mediante 
trapianti di periostio per la cura dell’eventratio dia- 
frammatica totale). F. BaALDRATI, R. DAmIant, and R. 
FRIGNANI. Ann. ital. chir., 1957, 34: 117. 


‘THE EXPERIMENTS described were carried out on adult 
dogs of various sizes and breeds. The anesthetic used 
was pentothal sodium and oxygen-ether given through 
an endotracheal tube. The initial incision was made 
along the seventh rib on the left side in an antero- 
posterior direction as far down as the costal surface, as 
described in the technique of Valdoni. In this method, 
a pedunculated segment of muscle and periosteum is 
sutured to a previously made rent in the diaphragm 
with nonabsorbable sutures. The periosteal surface 
thus brought in contact with the diaphragm proper 
gives rise to the formation of a strong, fibrous tissue 
prosthetic base where many areas of bone growth 
become visible histologically in about 50 days. On the 
other hand, 120 days must elapse before a clearly 
defined layer of lamellae loaded with bone marrow 
becomes apparent. 

The authors devote considerable space to an 
accurate, graphic outline of the many microscopical 
changes occurring gradually, giving rise to the firm 
union between the musculoperiosteal peduncle and the 
diaphragm. This fortunate result is credited mainly to 
the presence of an intact blood supply at the base of the 
peduncle assuring good union in about 4 months. 

Emphasis is placed on the favorable reaction of the 
tiny bony fragments located in the periosteum which 
act as osteogenetic foci that slowly knit together the 
musculoperiosteal layer and the muscle substance of 
the diaphragm. 

Transplants from the tibia to the diaphragm without 
a periosteal layer all ended in failure. 

—Vincent Ippolito, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Incarcerated and Strangulated Femoral Hernia. 
CiaupE O. Tempe. 7. Internat. Coll. Surgeons, 1958, 
30: 1. 


‘THIs REPORT concerns observations on 125 patients 
with femoral hernia, cared for at a private hospital in 
Chicago during a 12 year period. Thirty-three of the 
125 patients were men. There were 93 hernias on the 
right side and 29 on the left, and in 3 instances the 
condition was bilateral. On palpation the mass of the 
femoral hernia was distinguished from the inguinal 
hernia because it was lateral to the pubic spine. The 
sac of the femoral hernia is made up, according to the 
authors, of three layers. The outer layer is composed 
of fascia derived from the femoral sheath, the inner 
layer is derived from the peritoneum, and the inter- 
mediate layer is composed of fat derived from the 
extraperitoneal fatty layer. The blood supply to the 
sac is derived principally from the vessels in the extra- 
peritoneal fatty layer. 

The sac of a femoral hernia differs considerably 
from that of an inguinal hernia. The sac of the indirect 
inguinal hernia is usually made up of a thin layer 
of peritoneum and occupies a position within the 
cord structure surrounded by the internal spermatic 
fascia. When the hernial contents are reduced it may 
be impossible to palpate the sac. However, trauma 
to the femoral hernia sac, or associated inflammation, 
may result in the formation of adhesions with oblitera- 
tion of the lumen, but the sac remains palpable in the 
femoral triangle. The repair of an inguinal hernia 
will not prevent the later development of a femoral 
hernia. 

Since a hernia presents a risk of a serious complica- 
tion, such as intestinal obstruction or strangulation, 
it is advisable that femoral hernia be repaired soon 
after its presence is detected. The hernial sac is super- 
ficial. Local anesthesia, if it is preferred, may be em- 
ployed. 

There were 4 patients in this group who did not 
choose surgical therapy. Of these, 2 died with intes- 
tinal obstruction and strangulated bowel and 2 sur- 
vived. There were 11 cases of strangulated bowel in 
all of which the patients required bowel resections 
and one of them died. These 11 do not include the 4 
patients who refused operation. Delay in treatment 
is often due to error in diagnosis. Error in diagnosis, 
according to the authors, is frequently the result of 
failure to examine for a mass in the femoral region 
in the presence of preobstructive gastrointestinal 
symptoms, or failure to appreciate the significance of 
a femoral mass when it is noted. 

The article is complete with five tables which 
break down the various cases into those treated sur- 
gically, patients treated for intestinal obstruction 
which required resection, and patients treated non- 
surgically. Also there are diagrams showing the type 
of bowel resection used and the changes in the 
femoral sac caused by trauma. — Peter Dineen, M.D. 
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Anatomoclinical Considerations on a Rare Case of 
Primary Adenocarcinoma of the Umbilical Scar 
(Considerazioni anatomocliniche su di un rare caso di 
adenocarcinoma primitivo della cicatrice ombellicale), 
M. BarBazza. Arch ital. mal. app. diger., 1958, 24: 295, 


THE EXCEPTIONAL OCCURRENCE Of a primary malig- 
nant tumor of the umbilical scar has prompted this 
report of a 51 year old woman who, 6 months prior 
to hospitalization, noted a protruding umbilical mass. 
The mass grew in size and 3 months later became 
painful. An accidental trauma resulted in superficial 
ulceration with serous sanguineous discharge. Weak- 
ness, anorexia, and increasing size of the mass forced 
her to seek hospitalization. 

A left paraumbilical laparotomy revealed that the 
tumor mass was fixed and extended into the omentum. 
A wide excision of the tumor, umbilicus, surrounding 
skin, and a section of the omentum was carried out. 
A careful exploration of the abdominal organs re- 
vealed no significant abnormality. An intensive search, 
after surgery, for a possible distant primary lesion 
was fruitless. The histological diagnosis was adeno- 
carcinoma of the umbilical scar and the author 
thought that the term “primary” could safely be 
applied to this tumor. Some 6 months later, the pa- 
tient was in fair general condition and no local or 
distant recurrence of the lesion could be detected. 

The author’s review of the literature confirmed the 
exceptional occurrence of a primary benign or malig- 
nant neoplasm in this location. Epitheliomas remain 
the most common tumors of the umbilicus, while 
adenocarcinomas are extremely rare. The author was 
able to find only 3 valid cases of primary adenocarci- 
noma of the umbilicus, in addition to the one here 
reported. It is of interest that all 4 tumors occurred in 
women between the ages of 51 and 55, showed slow 
evolution, but no tendency toward distant metastasi- 
zation or local recurrence. In terms of histogenesis 
the author suggests a possible origin from a residuum 
of the omphalomesenteric duct, although this theory 
leaves room for argument. —Franco Sangalli, M.D. 


GASTROINTESTINAL TRACT 


Carcinoid Tumors of the Gastrointestinal Tract. 
Jerome E, Apamson and R. W. Ann. 
Surg., 1958, 148: 239. 


AN EXPERIENCE with 26 cases of carcinoid tumors of the 
gastrointestinal tract is reviewed. The tumors were 
found in the appendix (10 cases), rectum (7 cases), 
ileum (3 cases), duodenum (2 cases), colon (2 cases), 
and stomach (2 cases). In one case, multiple nodules 
were found in the ileum, jejunum, and cecum. No sex 
or racial predisposition was evident. 

Five of the cases occurring in the appendix showed 
acute appendicitis. Three appendices were removed at 
laparotomy for unrelated diseases, and 2 patients were 
operated upon for symptoms suggestive of appendicitis 
without acute inflammation being found. There was 
invasion of the mesoappendix in one case. No other 
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metastases were encountered in cases of carcinoid of the 
appendix. 

Among the 5 cases arising in the small intestine, 
there were 4 with local and regional metastases. Four 
patients were operated upon for symptoms related to 
the malignant condition. Both patients with duodenal 
carcinoids had ulcer type symptoms. Two of 3 ileal 
carcinoids produced obstructive symptoms. 

Both patients with gastric carcinoids had symptoms 
of gastrointestinal bleeding. 

Three of 10 patients whose tumors were located in 
the colon and rectum had regional metastases; all 
were visible through the sigmoidoscope. One tumor 
was removed at hemorrhoidectomy in the guise of 
hypertrophied papillae. A second was present in a 
specimen resected for carcinoma. Constipation and 
melena were the most frequent complaints. 

Treatment of a carcinoid of the appendix is local 
resection including the mesoappendix. An attempt to 
remove as much of the associated mesentery as possible 
is essential. Reoperation is not advocated if the diag- 
nosis is made postoperatively unless the tumor is seen 
at the margin of the resection. 

Extensive resection to include regional lymph nodes 
should be done for carcinoids of the remainder of the 
intestinal tract. Distant and regional metastases should 
be removed whenever possible because of the endocrine 
type function of some malignant carcinoids. Solitary 
hepatic metastases should be resected to prevent 
progressive hepatic destruction, increase in serotonin 
production, and eventual death. Urinary determina- 
tion of 5-hydroxyindolacetic acid should be done in 
the postoperative evaluation. Elevated levels combined 
with symptoms suggestive of recurrence warrant re- 
exploration and resection of metastases. 

Irradiation has no place in the treatment of car- 
cinoids. —Frederick W. Preston, M.D. 


Diverticula of the Stomach (II tema di diverticoli gas- 
trici), LanpiIno Francut and ALpo Murcia. Ann. ital. 
chir., 1958, 34: 755. 


THE AUTHORS present 8 cases of diverticula of the 
stomach, and on the basis of their observations discuss 
the location, frequency, pathology, symptomatology, 
therapy, and results of treatment. 

Approximately 80 per cent of diverticula of the 
stomach are found in the cardiac portion of this organ. 
These lesions are equally distributed between males 
and females. The authors are of the opinion that they 
represent embryonal rests of gastric pouches that are 
found in the lower animals. They occur at the site of 
inflammatory processes, including ulceration, and can 
be diagnosed only on roentgenological examination. 
Medical treatment of these lesions is palliative and 
only partially successful; it should be reserved for 
patients who are poor surgical risks. The treatment of 
choice is surgical removal of the diverticulum with 
primary closure. —Roland A. Manfredi, M.D. 


The Significance of Prolapse of the Gastric Mucosa- 
Davip E. Dines, Ltoyp G. BARTHOLOMEW, JAMES 
or and Georce D. Davis. Gastroenterology, 1958, 

166. 


ALTHOUGH the entity, prolapse of the gastric mucosa, 
was first described in 1911, it received little recogni- 
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tion until 1926. Even in 1943 only 20 cases had been 
reported, but since then a tremendous volume of 
literature has appeared. 

In a 7 year period, the diagnosis of prolapse of the 
gastric mucosa was made radiographically in 158 
patients at the Mayo Clinic. An additional 8 cases 
were diagnosed during surgical exploration. These 
cases are the basis for the current discussion. 

In order to make this diagnosis radiographically, 
the pylorus and duodenal cap must be displayed at 
right angles to their longitudinal axes. It must then 
be possible to demonstrate fairly parallel rugal folds 
extending through the pyloric canal and emerging 
into the base of the duodenal cap. This phenomenon 
should be demonstrated during more than one peri- 
staltic wave. The prolapsing rugae may tend to evert 
into the base of the duodenal cap, giving rise to a 
mushroom defect. The rugae in profile have a scallop- 
shaped free margin while en face they appear as a 
rosette. 

In this group there were 128 male and 30 female 
patients. Both the age and sex distribution corre- 
sponded to that of peptic ulceration. The isolated 
entity appeared infrequently as opposed to its asso- 
ciation with other conditions. 

In 63 patients this was the only demonstrable 
lesion. Although 56 of these patients had symptoms, 
there was no clear cut clinical pattern and many 
symptoms previously attributed to the entity were 
lacking. Only 6 of the patients had ulcerlike symptoms 
and only one had symptoms suggesting pyloric ob- 
struction. This one patient also had a chronic gastritis. 
Seven of the patients were completely asymptomatic 
although 3 had pernicious anemia. 

Ninety-five of the patients (60 per cent) had asso- 
ciated gastrointestinal lesions and nearly one-half 
had evidence of peptic ulceration. Cirrhosis and 
biliary tract disease were found in 18, diaphragmatic 
hernia in 11, and carcinoma of the gastrointestinal 
tract in 6. Laboratory examinations did not follow 
a consistent pattern but instead reflected associated 
conditions. 

Thirty-one of the patients underwent surgical 
exploration and of these, 3 had no associated gastro- 
intestinal lesion. 

From this study, it is not possible to arrive at 
recommendations for treatment. When the entity is 
associated with another lesion, treatment of the latter 
takes precedence. In isolated prolapse of gastric 
mucosa, treatment should be symptomatic. 

—jJohn 7. Bergan, M.D. 


Results of Surgical Treatment for Severe Chronic 
Gastritis. S. Jupp and Cuarzes C. Epwarps. 
Arch. Surg., 1958, 76: 882. 


THE AUTHORS reviewed the records of the Mayo Clinic 
from 1946 through 1950 and found 51 cases of severe 
chronic gastritis as the proved surgical pathologic 
entity without any other co-existing gastric or duo- 
denal disease. The ages of the patients ranged from 
33 to 65 years and most of these patients were operated 
upon because a more serious lesion was suspected 
clinically. In most instances the diagnosis was forti- 
fied by roentgenographic study and/or gastroscopy. 
Of the 51 patients, 32 were treated by partial gastrec- 
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tomy, 16 by gastrotomy and biopsy, and 3 by vagot- 
omy. A 7 year follow-up study revealed that 72 per 
cent of patients who had partial gastrectomies were 
considerably improved whereas mere gastrotomy 
with biopsy was definitely less successful than resec- 
tion, with only a 44 per cent good result. 

Nine patients had severe hemorrhage prior to 
surgical therapy, and 3 of these continued to bleed 
postoperatively although 2 of them had undergone 
gastric resection. During the 7 year follow-up no 
patient has had a malignant lesion of the stomach. 
The authors conclude that when a surgeon is con- 
fronted with the problem of severe gastritis at the 
time of laparotomy, he should consider gastric 
resection. —Gilbert S. Campbell, M.D. 


Depression of Gastric Secretion and Digestion by 
astric Hypothermia: Its Clinical Use in Massive 
Hematemesis. OwEN H. WANGENSTEEN, HARLAN D. 
Roor, Conrap B. Jenson, Kamit IMAMOGLU, and 
Peter A. SaLmon. Surgery, 1958, 44: 265. 


THE DEPRESSION of the activity of enzyme systems 
under the influence of hypothermia suggested a 
study of gastric secretion and digestion under these 
conditions. The studies were carried out employing 
total body cooling as well as local “gastric hypo- 
thermia.” 

Perfusion of the normothermic cat’s esophagus 
with gastric juice, obtained from patients having a 
duodenal ulcer, resulted in perforation or esophagitis 
in 75 per cent of the experimental animals. When 
intraluminal temperature of the esophagus was kept 
at 20 degrees C. by means of systemic hypothermia 
there was little or no change in the esophagus. 

Normothermic and hypothermic white rats which 
had been fasted for 24 hours were fed a 2 gm. meat- 
ball which they ate without difficulty. The animals 
to be cooled were then immersed in ice water until 
the rectal temperature dropped to 20 to 25 degrees C. 
and studies of the digestion of the meat were carried 
out. The mean residue was much higher in the cooled 
animals. 

Similar studies were carried out on the dog in 
which local gastric cooling was employed. Here again 
the per cent weight loss of the 2 gm. meat ball was 
much less in the cooled animal. 

Small spring frogs were then placed head first 
into the stomach of large frogs. One group of the 
large frogs was normothermic and one group was 
hypothermic. Digestion of the smaller frog was well 
along and quite complete in the warm, large frog 
after 5 hours. In the cooled frog no evidence of diges- 
tion was discernible and in fact, the small frog was 
apparently unharmed for as long as 11 hours in the 
stomach. 

Intragastric cooling in man was carried out locally 
by means of a circulating alcohol-water mixture 
maintained at 2 to 5 degrees C. The mixture was 
circulated through a nasogastric tube to a balloon 
in the stomach and back again to the pump and cool- 
ant reservoir. The patient was wrapped in blankets 
to protect his general body temperature and permit 
only cooling of the stomach itself. 

Studies were then carried out to determine the 
rapidity of digestion of swallowed meat in the normo- 


thermic and hypothermic stomach of man. There was 
a definite reduction in the rate of digestion of meat 
in the stomach which had been made hypothermic. 

Similar studies were then carried out with meat in 
gastric juice which was normothermic or cooled to 
8 degrees C. Again a marked reduction in the diges- 
tion of the meat in the cold gastric juice was observed. 

Cooling of the stomach of the dog also decreased 
the free hydrochloric acid and pepsin. The decrease 
in gastric digestion is probably due to the inhibition 
of pepsin action at the low temperatures. Studies of 
pepsin tagged with radioactive iodinated serum 
albumin demonstrated that at 17 degrees C. it was 
approximately one-fourth as active as at 37 degrees C. 

Five patients were studied ranging in age from 32 
to 81 years who had had massive hematemesis. All 
were subjected to gastric hypothermia by the method 
described. In all of the patients the hemorrhage was 
arrested and all of the patients were benefited. 
Although this technique does not eliminate the cause 
of the gastric hemorrhage, it should prove of value 
in readying patients with massive gastric hemorrhage 
for operation by inhibiting peptic activity and arrest- 
ing hemorrhage. During this time blood volume can 
be re-established and the patient’s condition stabilized 
so that elective surgery may be carried out. 

—John H. Davis, M.D. 


Investigation of the Dynamics of Gastric Secretion in 
Peptic Ulcer (Recherches sur la dynamique sécrétoire 
de dans la maladie ulcéreuse ), M. O. Fopor. 
Arch. mal. app. digest., Par., 1958, 47: 815. 


Tuis Is an interesting study of the gastric secretion in 
154 human beings under various circumstances. The 
free hydrochloric acid as well as the quantity of gastric 
juice was measured hourly for 24 hours in 154 patients 
with the following conditions: 


Postgastrectomy jejunal ulcer............ 18 
Preulcerous conditions.................. 20 


Postgastrectomy, symptoms not recurrent, 

2% to 3% of stomach removed, and gastro- 

As was expected the normal controls and the pa- 
tients with gastric ulcer had normal diurnal free 
hydrochloric acid values and lower nocturnal ones. 
In 26 of 30 postgastrectomy patients without recur- 
rence there was absence of free hydrochloric acid. On 
the other hand the patients with duodenal ulcer, 
stomal ulcer, and the preulcerous conditions had high 
diurnal and continued high nocturnal acid secretion. 
More important is the result of gastric stimulation 
of the nonrecurrent, postgastrectomy group with 
(1) caffeine, (2) histamine, (3) insulin, and (4) adren- 
alin. It is known that caffeine stimulates the antral 
mucosa to produce gastrin which in turn stimulates 
acid secretion by the gastric mucosa. If all of the an- 
tral mucosa has been removed by gastrectomy no 
free acid will be found after caffeine stimulation and 
this was the case with the 26 patients who did not 
have free acid in the absence of caffeine stimulation. 
Histamine stimulates the gastric mucosa directly to 
produce acid. Free acid was produced upon such 
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stimulation in 21 of the 30 patients. The same 21 
patients had free acid when they were rendered 
hypoglycemic, as judged by clinical signs after the 
administration of 20 to 40 units of insulin subcutane- 
ously. Through hypoglycemia, the vagi are stimulated. 

These results indicate that even though a majority 
of cured postgastrectomy patients had lost the hor- 
monal phase of secretion, as judged by the caffeine 
achlorhydria, they still retained their capacity to 
secrete acid upon vagal stimulation through insulin- 
induced hypoglycemia. Moreover, under normal cir- 
cumstances without stimulation, those cured post- 
gastrectomy patients showed absence of nocturnal 
acid gastric secretion. 

The author’s conclusion is that the main cause of 
duodenal ulcer is the hormone induced hyperchlor- 
hydria since the patients cured after gastrectomy and 
gastroenterostomy show no acidity after caffeine 
stimulation. He then theorizes by proposing that 
those in whom a marginal ulcer develops and who 
have had adequate antral resection, must have acid 
hypersecretion through some kind of vagal overstimu- 
lation. He also concludes that the cure of duodenal 
ulcer can be effected only when hyperchlorhydria has 
been adequately controlled. 

— Nicholas J. Demos, M.D. 


The Treatment of Perforated Gastroduodenal Ulcer 
(Considerazioni sulla terapia dell’ulcera gastro-duo- 
denale perforata). Sciacca. Arch, ital. chir., 
1958, 83: 417. 


A REviEW of the literature reveals a fairly high in- 
cidence of perforation of gastroduodenal ulcer, rang- 
ing from 6 to 11 per cent and with a marked pre- 
dominance in males. In rare instances spontaneous 
recovery from perforated gastroduodenal ulcer has 
been reported. More recently attempts to avoid 
surgery have been made by the use of endogastric 
aspiration. Results with this method have been both 
good and bad, but the author believes that it should 
be rejected not only because of the many contrain- 
dications involved, but also because it is not always 
possible. The patient may be unable to tolerate the 
tube or the latter may not function properly. It is 
impossible to exclude the possible gastric site of the 
perforation particularly in cases in which this con- 
stitutes the first indication of ulcer and anamnestic 
data are lacking. The difficulties encountered in 
attempting to diagnose the site of the perforation 
have been repeatedly emphasized. Aspiration may 
delay necessary operation, which must be early to be 
successful. Even where conditions for operation are 
poor, for instance, on sea voyages, it is simpler and 
easier to suture the perforation than to maintain 
aspiration which requires surveillance, attention to 
water balance, and electrolyte balance. The superi- 
ority of surgical treatment is manifest not only in the 
mortality rates, but with regard to persistence of the 
ulcerous disease. In spite of these statistics, Taylor 
persists in defending conservative treatment. 

Suture of the perforation rarely cures the ulcer, 
which has been reported to persist in from 54 to 94 
per cent of cases, and a subsequent operation will 
usually be necessary. It may be used in cases in 
which resection is contraindicated because of the poor 
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condition of the patient, as encountered in cardiac 
patients, plethoric subjects, emphysematous or aged 
subjects. Simple suture followed by omentopexy may 
be indicated in low duodenal or high gastric perfora- 
tions far to the right or left. 

The custom of adding a gastrojejunostomy to 
improve mediocre late results of suture has lost favor 
due to higher mortality rates and the increased 
incidence of postoperative peptic ulcer. The only 
valid indication would be in cases in which resection 
is impossible and suture of the perforation has created 
a stenosis. It would be better in such cases to perform 
an excluding resection following suture. 

Following a review of the literature on gastro- 
duodenal resection for perforated gastroduodenal 
ulcer, it is concluded that although the mortality 
rate is high it is no higher than that for simple suture. 

The record of 90 per cent cures would refute any 
arguments against immediate gastrectomy as the 
method of choice for the treatment of perforated 
gastroduodenal ulcer. Suture with omentopexy should 
be reserved for the small number of cases in which 
resection is contraindicated. Immediate gastric re- 
section will cope with such eventualities as repeated 
perforations, simultaneous perforation of several 
ulcers, or the coexistence of two gastric ulcers and a 
duodenal ulcer, all of which will respond to a single 
operation. Resection constitutes an urgent indication 
(1) in perforated gastric ulcer, unless high up; (2) 
in perforated duodenal ulcer, unless very low; (3) 
in perforations with hemorrhage or ulcers which have 
bled in the past; (4) in definite or suspected multiple 
ulcers; (5) in ulcers with stenosis; and (6) in acute 
ulcer. 

The contraindications to immediate gastrectomy 
depend greatly on the general condition of the pa- 
tient, including obesity, plethora, heart disease, 
diseases of the liver and kidneys, and emphysema, and 
may also depend upon the amount of discharge and 
whether this is purulent. Resections are not indicated 
when the perforated ulcer is located far to the right 
or left. 

Fifty patients were operated upon by the author at 
the Riuniti Hospital in Rome from 1946 to 1954, 
6 for gastric ulcers and 44 for duodenal ulcers. He 
performed 38 gastric resections, 10 sutures, and 2 
sutures and anastomosis. Of these patients 2 were 
females and 48 males. Operation was performed from 
a few hours after perforation to 48 hours thereafter. 
In all there were 38 gastropyloric resections, 10 
sutures with omentoplasty, and 2 sutures with com- 
plementary gastrojejunostomy. The technique used 
was that of Balfour in nearly all cases. No complica- 
tions attributable to technique, such as retrograde 
reflux, compression of the transverse colon, or in- 
carceration of the small intestine, were noted. Facilities 
at the hospital were not of the best and there was a 
shortage of blood and plasma for transfusions. During 
the first days following operation, the patients re- 
ceived 1,000,000 units of penicillin and .5 gram 
streptomycin daily as well as 2,000 c.c. of physiologic 
solution subcutaneously. The postoperative course was 
uneventful, only in a very few cases necessitating the 
use of a stomach tube. In cases of duodenal ulcer the 
operative procedure appeared to be facilitated by 
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internal edema which served as a guide to the surgeon. 
Postoperative complications were not encountered in 
closure of the duodenal stump. Gastropyloric duodenal 
resection appeared easier to perform in perforated 
than in nonperforated ulcers. In spite of some recent 
dissensions, the author remains convinced that the 
peritoneal serosa constitutes an important organ of 
coalescence and defense. 

There were no deaths in the present series, while 
in 41 gastropyloricduodenal resections for ordinary 
chronic ulcer, there were 2 deaths, or 4.87 per cent. 
The lowered mortality rates in the surgical treatment 
of perforating gastroduodenal ulcer are attributable 
to improvements in technique and the use of anti- 
biotics. —Edith Schanche Moore 


Exfoliative Cytology as an Aid to the Diagnosis of 
Gastric Carcinoma: A Preliminary Analysis of 116 
Cases. Epwarp J. Kurt, H. Brown, Law- 
RENCE J. McCormack, JoHN B. Hazarp, and Doris 
Betovicu. Cleveland Clin. Q., 1958, 25: 133. 


GAsTRIG CARCINOMA is important in the United 
States because of the annual mortality, 40,000 per- 
sons, and the diagnostic and therapeutic problems it 
raises. The high mortality has led many surgeons to 
advocate drastic surgical therapy for all potentially 
malignant lesions of the stomach. 

The reported 5 year survival rates for all patients 
with carcinoma of the stomach vary from 1 to 15 
per cent. The low survival values have been thought 
to be the result of difficulty of obtaining an early 
diagnosis. In this regard, routine roentgen screening 
examination of the stomach has proved to be im- 
practical for early diagnosis. 

The accuracy of roentgen diagnosis of carcinoma of 
the stomach varies from 60 to 70 per cent and gastros- 
copy is usually less accurate; thus there is also a need 
for more accurate diagnosis of this disease. Exfoliative 
gastric cytology has been used in an attempt to im- 
prove diagnostic accuracy. The initial attempts at 
cytologic evaluation by simple smears of gastric 
contents failed because of the overabundance of 
debris and autolysis of cells by gastric juice. The 
various abrasive techniques have not been satisfactory 
because of the difficulty in placing the abrasive 
balloon and also the uncertainty that the appropriate 
areas were reached. Antral lesions are particularly 
difficult to diagnose by these techniques. The Ayre 
brush technique was consistently incorrect and was 
abandoned. 

The authors have used the exfoliative cytologic 
technique with no special equipment. The patient 
fasts from midnight the night before and the stomach 
is intubated with a standard disposable plastic Levin 
tube. The stomach is aspirated and the fasting as- 
pirate discarded. The stomach is then washed with 
from 500 to 1000 ml. of tepid tap water in 100 ml. 
amounts and this material is discarded. This lavage 
rids the stomach of much debris and permits cleaner 
slides. When the aspirated solution becomes prac- 
tically crystal clear, the lavage is discontinued. Then 
500 ml. of acetate buffer solution are immediately 
introduced into the stomach and the patient rotated 
360 degrees during a 10 minute period with the tube 
clamped. The tube is then connected to a sink as- 


pirator through a 500 ml. bypass flask that has been 
packed in ice and thoroughly chilled since the start 
of the procedure. The aspirator usually returns 200 
to 300 ml. of the solution in 5 minutes. This material 
is centrifuged and slides are prepared from the pooled 
sediment. 

A 100 ml. syringe is then connected to the Levin 
tube and an additional 20 to 30 ml. of the buffer solu- 
tion can usually be recovered; this solution is the 
richest in cellular content. 

Securing the specimens requires 15 to 20 minutes 
and the authors have noted no cellular degeneration 
as a result of transporting the specimen to the 
laboratory. This eliminates the need for centrifuging 
the specimen at the collection site. They believe 
chilling the collecting flasks cuts down the cellular 
degeneration. They do not use chymotrypsin added 
to the buffer solution as a mucolytic agent. They 
have noted as have others, that after standing for 
some time, the acetate buffer solution develops a 
sediment. They believe that this is a mold and that 
it can be avoided by proper refrigeration of the solu- 
tion. 

From September, 1957 to June, 1958, a group of 
116 consecutive patients underwent exfoliative 
cytology. In this group, there were 79 negative find- 
ings and no operation was performed. None of these 
patients had clinical or roentgenographic indications 
of malignancy. Twenty-four of these patients had 
gastric ulcers that were thought to be benign clinically 
and associated with ample gastric acidity. These 
ulcers have all healed completely according to 
progress roentgenograms. 

Thirty-seven of the 116 patients were operated 
upon. The cytologic diagnosis in these patients 
showed a 92 per cent accuracy with one falsely nega- 
tive report, which was considered to be due to poor 
collecting technique. The roentgen diagnosis was 
accurate in 86 per cent of the malignant lesions but 
in only 64 per cent of the benign lesions for an over- 
all accuracy of 70 per cent. 

The authors believe the following are indications 
for gastric cytology: (1) for diagnosis when there is 
a possibility of neoplastic change in the stomach; 
(2) for annual or more frequent screening of patients 
with premalignant lesions, i.e., pernicious anemia, 
polyposis, achlorhydria; (3) for follow-up after ir- 
radiation for non-neoplastic conditions; (4) for a 
research tool in the further evaluation of cellular 
changes as one of the fundamental processes in the 
development of carcinoma; (5) for confirmation of 
gastric origin of a neoplasm evident as metastatic 
carcinoma; and (6) for supportive evidence for a 
trial of medical treatment of patients with clinical 
and roentgen benign gastric ulcers. 

—David E. Hallstrand, M.D. 


Prognosis of Gastric Carcinoma (Zur Prognose des 
agencarcinoms). H. Denck and F. Hever. Chirurg, 
1958, 29: 289. 


THE FATE of the patient with cancer depends first 
on the rate of growth and potential for metastasis 
of the tumor, and next on the location of the tumor. 
Results of radical surgery, therefore, must be inter- 
preted in terms of several criteria as they relate to 
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these characteristics. The criteria are operability, 
operative mortality, and longevity after operation. 
The clinical data on patients undergoing radical 
surgery for gastric carcinoma at the Second Surgical 
University Clinic in Vienna between 1933 and 1955 
were analyzed in an effort to correlate prognosis with 
these criteria. During this period, 1,429 patients with 
carcinoma of the stomach were seen. 

The lesions of 43.2 per cent of all the cases were 
resectable. Operability appeared to have no relation- 
ship to history or chronological age. It did depend 
somewhat on location. When the tumor was located 
in the antrum, it was resectable 65 per cent of the 
time; in the corpus, 44 per cent; near the cardia, 39 
per cent. 

Primary mortality from surgery was 21.5 per cent 
up to 4 weeks postoperatively. Operative mortality 
was correlated with the type of operation, the age of 
the patient, and the location of the tumor. The results 
were as follows: 

a. Type of operation: Mortality, per cent 

Partial resection (Billroth lor II) 16.8 


Total resection 33.6 
Resection of cardia 32.5 
Total 
b. Age of patient: 
20-39 years 7.4 
40-59 years 16.3 
60-80 years 27.2 
c. Location of tumor: 
Antrum 14.3 
Corpus 22.0 
Cardia 33.5 
Scirrhus cancer, entire stomach 31.5 


Total data are based on a 22 year period, but since 
1951 there has been a sharp reduction in operative 
mortality. For partial resection it is 11 per cent, for 
total resection 29 per cent, and for resection of the 
cardia 23 per cent. 

Of 463 patients surviving radical gastric surgery, 43 
were lost to follow-up, leaving 420 patients available 
for long term follow-up studies. Longevity was cor- 
related with the type of operation, age of the patient, 
and location of the tumor in this group. 

One year after radical surgery, the survival rate was 
67.5 per cent; 2 year survival 46 per cent; 3 year sur- 
vival 36 per cent; 5 year survival 28 per cent. For less 
radical procedures (less than 3 cm. outside tumor) the 
survival rates are somewhat less, leaving only 19 per 
cent survival after 5 years. Although total resection 
may not be necessary, wide resection appears to give 
better results than the performance of the less radical 
procedures. 

The age of the patient is somewhat more difficult to 
correlate with longevity after surgery because of the 
physiologic death rate in the older age groups. Five- 
year survival in the age group 20 to 40 was 45 per 
cent. In the age group 40 to 60 it was 31 per cent, and 
over 60 years of age it was 21 per cent. The largest 
fall-off in per cent is between the third and fifth 
postoperative years, especially with respect to state of 
well-being, if not survival. 

Five-year survival rates correlated with location of 
tumor reveal that after resection 26 per cent of the pa- 
tients with carcinoma of the antrum were alive, of 
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those with carcinoma of the corpus 37 per cent, and 
those with carcinoma of the cardia 13 per cent. Of the 
12 patients with scirrhus carcinoma of the entire 
stomach, only 3 lived 5 years or more. Thus, patients 
with carcinoma of the corpus appear to have the best 
chance of survival after radical surgery. 

When longevity was correlated with invasiveness of 
the tumor, it was found that groups 1 and 2 (locally 
growing tumors) were associated with a 5 year sur- 
vival rate of 38 per cent, while patients with tumors 
of groups 3 and 4 (infiltrating carcinoma) had a 5 year 
survival rate of 19 per cent. Using the Duke’s classifi- 
cation, in groups A and B there was a 5 year survival 
rate of 46 per cent, while in groups C; and C, the 
survival rate was only 12 per cent. Cytologic exam- 
ination of the resected specimen, therefore, can yield 
important prognostic data. 

—Harold Laufman, M.D. 


Statistical Study and the Technique of Gastric Resec- 
tion for Carcinoma (Zur Statistik und Technik der 
Magenresektion wegen Karzinom). R. Hinze. Zl. 
Chir., 1958, 24: 1142. 


CriTICAL ANALYsIs of statistics has altered the manage- 
ment of carcinoma of the stomach in recent years. 
The author believes that improvements in diagnosis 
and surgical technique at the outset will reflect a 
better salvage rate after 5 years. 

From the diagnostic point of view, patients with an 
uncertain roentgenologic diagnosis should be subjected 
more freely to exploratory laparotomy. Patients with 
a working diagnosis of anacidic gastritis or chronic 
callous ulcer all too often: prove to have carcinoma. 
These patients should be subjected to surgical treat- 
ment earlier. 

From the technical point of view, a concerted effort 
to reduce operative mortality with radical surgery 
has a salutary effect on long term results. The author 
analyzes two series of patients. The first group was 
operated upon with “older” techniques, the second 
series with “newer” techniques. The newer technique 
encompasses improvements in anesthesia, prepara- 
tion of the patient for surgery, and radicality of the 
operation. Endotracheal anesthesia has replaced 
spinal anesthesia. Patients are prepared with sulfona- 
mides and antibiotics to sterilize the intestine prior 
to surgery. Blood and fluid replacement is employed 
more accurately. 

The surgical technique, after Hollenbach, consists 
of careful excision of the lymph nodes along the lesser 
curvature including the nodes of the third order. The 
nodes of the greater curvature are resected by wide 
resection of the mesentery. Isolated liver metastases 
can often be resected. The principle of total resection 
of the stomach tends to elevate operative mortality 
and disturb physiologic function. When possible, sub- 
total resection is combined with radical lymph node 
resection. 

One series of 30 patients who were operated upon 
with older techniques had a 63.3 per cent operative 
mortality. The second series of 34 comparable pa- 
tients had an operative mortality of only 2.9 per cent. 
Follow-up statistics on these patients should compare 
most favorably with previously reported series. 

— Harold Laufman, M.D. 
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A Contribution to the Problem of Radical Gastrec- 
tomy in the Treatment of Gastric Carcinoma (Con- 
tribution au probléme de la gastrectomie totale com- 
plexe dans de traitement du cancer gastrique). C. 
Porovict, P. TonitzaA, and Gu. CONSTANTINESCU. 
Lyon chir., 1958, 54: 577. 


THE AUTHORS review 20 cases in which total gastrec- 
tomy was done for carcinoma of the stomach. The 
procedure consists of a transthoracic transdiaphrag- 
matic approach with a systematic block dissection of 
the stomach, and its mesenteries, the spleen, the body 
and tail of the pancreas, the contents of the meso- 
gastrium, as well as a systematic dissection of the 
celiac and the superior mesenteric arteries at their 
origin. 

The dissection is performed through the classical in- 
cision made from an extension of a right paramedial 
laparotomy incision; the pancreas is dissected posteri- 
orly and rolled over to the right, permitting ready 
access to the celiac axis. The eighth rib is either re- 
sected or not and the diaphragm penetrated near the 
hiatus. The pericardium is anesthetized with novocain 
and the vagi are infiltrated and then sectioned. The 
esophagus is freed and the lesser omentum sectioned. 
After section of the esophagus the pancreas with the 
celiac axis is turned to the right and a true block 
dissection including the spleen is achieved. Con- 
tinuity is re-established by the use of a loop of small 
intestine, making an anastomosis between the esopha- 
gus and duodenum according to Hanley’s method. 
Particular stress is laid on the problem of the nutrient 
vasculature of this small loop, the choice being that 
the nutrient vessel should be in line with the arcades 
of the loop rather than actually supplying mostly 
another segment. 

Only one patient died due to the operation alone. 
Four patients have been lost to follow-up. There are 
15 survivors, of whom 8 are well at varying periods 
and seldom show evidence of recurrence of a tumor. 
The most important aspect, however, is not the prob- 
lem of recurrence, since this is probably as thorough 
a surgical approach as would be possible, but the fact 
that nutritional disturbances have been minimal in 
the series, allowing for a more adequate convalescence 
than is seen with some other operative procedures. 

—Roger H. L. Wilson, M.D. 


Intestinal Interposition with Gastric Resection (Duenn- 
darmplastik bei der Magenresektion). E. I. SacHaRrow 
and A. E, Sacuarow. Zbl. Chir., 1958, 83: 1221. 


THE AUTHORS report on 55 patients who were sub- 
jected to gastric resection with interposition of a seg- 
ment of intestine between the proximal lumen and 
the duodenum. The report comes from the Hospital- 
Surgical Clinic of the Medical Institute in the Crimea, 
U.S.S.R. Twenty-five patients underwent total gastric 
resection and 30 had subtotal resections. There were 
5 postoperative deaths, 4 of which were in the total 
resection group. 

Experimental observations were made on 20 dogs 
with this operation that were followed up from 6 
months to 2 years. Among the observations made 
were fluoroscopic studies and gross and microscopic 
examinations. An interesting finding was hypertrophy 
of the musculature of the interpesed segment. After 


2 years, the animals appeared normal in every respect. 

In none of the patients did the dumping syndrome 
occur. The follow-up extended to 10 years in 2 
patients. Peptic ulceration did not recur in any of the 
patients. 

Fat excretion studies showed that fecal fat was re- 
duced one-half to two-thirds following this operative 
procedure as compared with the amount seen after 
Billroth II type operations. 

The authors claim the operation of interposition 
was first performed by Shoemaker in 1911. Experi- 
mental work by Kuprijanow in 1924 led to its clinical 
use by E. I. Sacharow from 1938 to 1948 and Henley 
in 1952. The authors believe the interposition opera- 
tion more sound physiologically than the Billroth II 
operation. —Harold Laufman, M.D. 


The Closure of the Duodenal Stump and the Useful- 
ness of gy in Cases of Gastrectomy Due to 
Peptic Ulcer. (Text in Greek). Sp. Lampiris. Acta chir. 
hellen., 1958, 5: 452. 


THIS ARTICLE comes from a large surgical service of 
the Municipal Hospital of Athens and presents some 
important facts about the problem of leakage of the 
duodenal stump. It has been interesting to read in this 
report as well as in others from Greece that the sur- 
geons there have largely abandoned the Billroth I 
anastomosis, reserving it only for cases of grave prog- 
nosis. All 750 gastrectomies reported upon in this 
article were of the Billroth II type. Gastric ulcer alone 
was present in 65 cases comprising 8.6 per cent of the 
total. In none of these latter cases did the duodenal 
stump leak postoperatively, and none had any serious 
complications. 

The reason given for draining in 125 or 16.6 per 
cent of the total number of gastrectomies is the uncer- 
tain feeling of the surgeon about the security of the 
duodenal stump closure. In almost all of the drained 
cases the surgeon was unable to clamp the stump 
during closure, thus permitting duodenal secretions 
to flow freely in the operative field. In 90 of those 
cases radical removal of the ulcer area was possible 
and subsequently performed, but in the 35 others the 
ulcer had to be left in, thus the edges of the stump 
were of doubtful vitality. 

Prior to 1954 the catheter was left in for 1 or 2 days 
only, but according to the author’s observations the 
leakage occurred on the fourth to sixth postoperative 
day thus making the initial drain useless. Recently the 
catheter has been left in for 7 or more days, with- 
drawing it progressively 1 to 2 centimeters daily. Since 
this procedure has been followed, the infrequent leaks 
which have occurred were mild and have healed 
spontaneously. 

The kind of drain used is a soft, pencil-sized rubber 
catheter. In order to avoid mechanical interference 
with the healing of the freshly sutured stump the end 
of the catheter is put near but not upon the stump. 
Then the catheter is brought out in the incisional 
wound. 

The general operative mortality in the 750 cases 
was 1.5 per cent or 11 cases. Four of these or 0.5 per 
cent died as a result of leakage. 

The interesting point is brought out that of the 4 
patients who died as a result of leakage, 3 died from 
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dehydration due to the loss of a large amount of duo- 
denal secretion and only one from generalized 
peritonitis. 

In analyzing the 4 fatal cases the author stated 
that 2 patients had only prophylactic drainage. The 
other 2 had drainage after the development of symp- 
toms and signs of leakage. This 50-50 per cent mor- 
tality in cases with and without drainage might 
leave doubt as to the effectiveness of prophylactic 
drainage at the time of the gastrectomy. The author 
shows that 19 cases of leakage occurred in the 125 
who were prophylactically treated and only 9 cases of 
leakage among the 675 who did not have drainage. 
He accordingly draws two conclusions: first, that 
leakage occurs more often in cases in which the sur- 
geon has a high index of suspicion of leakage and 
which he thus drains, and second, that even though 
the prophylactic drainage may not prevent leaks, it 
reduces the probability of a fatal outcome due to 
leakage. Thus he suggests that the procedure be done 
in every instance of insecure closure of the duodenal 
stump. 

Furthermore, the author points out that of the 4 
patients with leakage who died, 2 had partial and 2 
had complete removal of the ulcer area. 

—WNicholas J. Demos, M.D. 


Stomal or Small Bowel Obstruction Following Partial 
Gastrectomy; Report of 30 Cases. RicHARD HiBNER 
and Victor Ricuarps. Am. 7. Surg., 1958, 96: 309. 


THE AUTHORS present a review of 30 cases of stomal or 
small bowel obstruction occurring after partial gas- 
trectomy during an 11 year period, January, 1946 to 
January, 1957. During this period 648 partial or sub- 
total gastrectomies were performed so that the inci- 
dence of stomal obstruction was 4.63 per cent. The 
reasons for re-exploration in the early postoperative 
period were largely those of chronic obstruction of the 
stomach that had not been relieved by conservative 
therapy. 

The authors noted that a lesser incidence of obstruc- 
tion requiring exploration occurred in the patients 
with antecolic partial gastrectomies (4.08 per cent) 
as compared to obstruction in the patients with retro- 
colic procedures (5.79 per cent). In more than one half 
of the cases of obstruction in the retrocolic type of pro- 
cedure the major cause was the thickened transverse 
mesocolon. The authors stress the importance of 
avoiding a posterior type of gastric resection through 
a rigid and short transverse mesocolon which does 
not allow upward retraction of the stomach. 

Adherence of the greater omentum to the site of 
the anastomosis was the major cause of obstruction in 
the anterior type of gastric resection. The authors do 
not advocate removing the omentum during partial 
gastrectomy as a routine but it is preferable, especially 
if the omentum is large and heavy, when the anterior 
resection is performed. In all of the cases in which re- 
exploration was required.a mechanical cause for the 
obstruction was found so that it is doubtful if pro- 
longed nasogastric suction would have been effective. 
The mortality rate for this series was 23.3 per cent; 
leakage with abscess formation and peritonitis were 
the two chief causes of death. 

—Orville F. Grimes, M.D. 
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Terminal Ileitis; Diagnosis, Operative Therapy, and 
Prognosis. (Die Ileitis terminalis; Diagnostik, opera- 
und Prognose). Houper. Langen- 
becks Arch. u. Deut. Lschr Chir., 1958, 288: 280. 


Tue ETIOLOGY of this condition is still considered to be 
completely obscure despite the tremendous number of 
publications on the subject, more than 1,000 in the 
American literature alone. An interesting new aspect 
has developed from the research done by Chess and 
Mitarb. They mixed sand and talcum with the food of 
dogs and rats and produced terminal ileitis in the ani- 
mals with the typical granulomatous pathologic pic- 
ture. They attributed the reaction in the tissues to 
irritation caused by the piezoelectrical properties of 
quartz crystals which are shared by the cholesterol 
crystals of the body. 

Even if the etiology is finally identified, this will not 
facilitate clinical diagnosis, and will probably not be 
helpful in the indications for therapy. The best 
diagnostic measure available is radiographic study, 
but even then differential diagnostic difficulties arise 
which are well documented in 6 illustrative cases. 

Therapeutic measures are either conservative or 
operative. Operative intervention must be carefully 
timed and depends on the stage and degree of 
pathologic development. Cases of acute ileitis without 
the complication of perforation or ileus should be 
handled by internists. Pediatric cases with ileitis, ac- 
cording to the author’s experience, never need opera- 
tive interference. 

Ninety per cent of adult patients will need surgical 
intervention, usually between the ages of 25 and 30. 
The time of election is between the subchronic and 
chronic stages, that is, during the formation of 
granulomas, when the inflammatory exudate in the 
wall of the bowel becomes organized rather than being 
absorbed and the gut is progressing toward an in- 
flexible, immobile, thickened tube. 

The decision to resect or bypass is based upon the 
findings at operation. A higher mortality is associated 
with resection during the acute or subacute stage or 
when there are inflammatory conglomerates of tumors 
between the ileum, cecum, and ascending colon or 
paracecal abscesses. However, a bypass under these 
circumstances also results in continuing intoxication 
from the remaining diseased portion of bowel. The 
incidence of recurrence is approximately the same 
after resection or exclusion. 

In cases of typical ileitis in the subchronic or 
chronic phase, preference is given to a resection of the 
diseased portion of the bowel followed by inversion of 
the ileocecal valve and an ileocecostomy. If the cecum 
is involved an ileocecal resection is recommended 
with inversion of the lower pole of the ascending colon 
and an ileocolostomy of the ascending colon. In cases 
in which the ascending colon is involved a right 
hemicolectomy is done either as a primary or sec- 
ondary procedure. 

By generally following these indications the author 
has lost no patients. The most dangerous time for 
recurrence of terminal ileitis lies between 3 and 6 
months even though the Americans have recorded 
relapses as late as 20 and 25 years. The patients in the 
author’s series have all passed the 3 to 6 months’ 
period without relapse. — Max L. Smith, M.D. 
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Inflammatory Tumors of the Small Intestine and 
Colon (Les tumeurs inflammatoires de l’intestin gréle 
et du colon). A. BREMEN and Cu. FLAMAND. Acta chir. 
belg., 1958, supp. 2. 


As Is FITTING in a monograph devoted to inflamma- 
tory tumors of the small intestine and colon, the chief 
emphasis is placed upon Crohn’s disease and diver- 
ticulitis, and especially upon the former. This review 
was prepared for the twelfth Congress of the Belgian 
Association of Surgery and is based on the personal 
experiences of the authors as well as pertinent papers 
from the world literature. 

The concept of “‘tumeur inflammatoire” was intro- 
duced by Hartmann and Okinzick in 1907 but had 
been described long before by such eminent patholo- 
gists as Rokitansky in 1842 and Virchow in 1853. 
Although the group is an ill-defined one, there can be 
little doubt that there is such an anatomic, clinical, 
and radiological entity. Crohn’s work on ileitis in 
1932 lent emphasis to the need for a greater amount 
of study of the lesions grouped under inflammatory 
tumors. 

The first chapter is devoted to such general con- 
siderations as is necessary in clarifying the problem 
to be considered, defining terms, and outlining a 
classification. The superficial mention of the normal 
anatomy and physiology of the large and small 
bowel helps introduce the subject matter, although it 
is hardly necessary. For the purposes of this mono- 
graph the following entities were considered as in- 
flammatory tumors: (1) Crohn’s disease; (2) isolated 
aspecific pseudotumerous reaction granulomas (of 
Scoville); (3) specific inflammatory reaction tumors; 
(4) sigmoiditis and diverticulitis; (5) constricting 
pelvic pericolic pseudocancer (of Kiiss); (6) primary 
or isolated Hodgkin disease. 

The etiologic, pathologic, pathogenic, clinical, 
radiological, and therapeutic aspects of Crohn’s dis- 
ease of the small intestine are reviewed in a thorough 
and succinct manner. In acute cases recognized as 
regional enteritis, conservative therapy is advised 
unless perforation with generalized peritonitis occurs 
or is imminent. If the patient comes to surgery with 
the mistaken diagnosis of acute appendicitis, as is 
often the case, the appendix should not be removed. 
Obstructing lesions may be by-passed or resected— 
the latter obtaining particularly for ulcerogangrenous 
bowel. Chronic cases of regional enteritis of the small 
bowel are best treated by segmental resection. A 15 
to 35 per cent recurrence rate can be expected. By- 
passing procedures are reserved for bad risks. Therapy 
of Crohn’s disease involving the large bowel is not 
quite the same. Recurrences are more frequent and 
the lesions tend to be more severe. Resection is re- 
served for the lesions which may be confused with 
cancer. A Thiry fistula or ileotransverse colostomy 
is recommended for ileocecal involvement. 

After a suitable introduction to the subject of 
diverticulosis and diverticulitis, the authors encourage 
an individual approach to the surgical therapy of this 
disease. There is less of an emphasis on one-stage 
procedures as is currently encountered in the litera- 
ture. Two and three stage operations are recom- 
mended. For complicated cases with fistulization, 
four stage procedures are outlined. The authors’ ex- 


perience has taught them that a conservative ap- 
proach is far more rewarding than a brilliantly 
executed operation that does not succeed. 

A chapter on Hodgkin’s disease of the gastroin- 
testinal tract is deemed justified by the authors, since 
this condition occurs so often in the differential diag- 
nosis and has been thought of by some as being in- 
flammatory in nature. Surgery followed by x-ray 
therapy has proved most successful in their hands. 

The granulomas of the bowel due to specific organ- 
isms and those due to appendicitis and foreign body 
reactions are briefly discussed. Less well known le- 
sions such as the nonspecific granuloma of Scoville 
(a local lesion thought to be due to ischemia) and 
Kiiss’ constricting pelvic pericolic pseudocancer 
(which may be due to specific conditions such as 
diverticulitis) are considered. 

This monograph will appeal to the surgeon or 
physician interested in lesions of the gastrointestinal 
tract. Its merit lies more in the views, theories, con- 
cepts, and general considerations expressed by the 
authors rather than the new material presented. 

—Jj. C. Rosenberg, M.D. 


Five-Year Follow-up Study of Patients with Bleeding 
Duodenal Ulcer with and Without Surgery. Ros- 
ERT M. Dona.pson, JR., JUANITA Hanpy, and Soto- 
MON Papper. .V. England 7. M., 1958, 259: 201. 


THE AUTHORS reviewed 1,149 clinical records of 
patients admitted to the Cushing and Boston Veterans 
Administration Hospitals between January 1, 1947 
and December 31, 1952. They selected only those 
patients from these two sources who had definite 
evidence of bleeding and of duodenal ulcer. Bleeding 
had to be demonstrable by guaiac positive stools 
with definite gross evidence of blood in the stools and/ 
or hematemesis seen in the hospital. Also there had to 
be roentgenographic evidence of duodenal ulcer or 
duodenal ulcer demonstrable at operation or autopsy 
before the case was selected. In this way the authors 
were able to study a series of 142 patients who had 
definite proved hemorrhage and definite duodenal 
ulcer. 

The patients were then divided into two groups— 
those who were seen during their first episode of 
bleeding, a group of 100 patients, and a second 
group of 36 patients who were seen during their 
second or later episode of bleeding. Six patients were 
lost to follow-up and were not included in either 
group. Of the 100 patients in group 1, 38 suffered 
recurrent hemorrhage within 5 years of the initial 
bleeding episode. Thirteen patients were operated 
on during their initial bleeding episode, and 25 
patients had subtotal gastrectomy at some time during 
the subsequent 5 year period. Eleven of the 100 
patients died within 5 years of the first bleeding epi- 
sode and 8 deaths were directly attributable to un- 
controlled hemorrhage. Six of these occurred during 
the initial hemorrhage. Of the original 100 patients, 
at the end of 5 years 37 were alive and well with no 
operation and no recurrent hemorrhage. Of the 36 
patients in group 2, 15 had further episodes of bleed- 
ing within 5 years of the hemorrhage for which they 
were first seen in the hospital. There were no deaths 
in this group of patients. At the end of the 5 year 
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follow-up period 10 of the 36 had had neither subtotal 
gastrectomy nor recurrent hemorrhage. Of this group 
of 36 patients 26 had a subtotal gastrectomy. 

In all, 64 patients (38 in group 1 and 26 in group 2) 
underwent subtotal gastrectomy. During the period 
of the study there was one death. All operations con- 
sisted of a 70 per cent subtotal gastrectomy with a 
Billroth II type of gastrojejunostomy. Of the patients 
who underwent surgery 48 were operated upon pri- 
marily for bleeding and the others were operated 
upon for associated complaints, such as perforation 
or obstruction. Only the patients who were operated 
upon primarily for bleeding had recurrent gastro- 
intestinal hemorrhage in the 5 year follow-up period. 
There were 10 such patients. Six of these patients 
have had demonstrable marginal ulcers. 

Postoperative complications included a moderately 
severe dumping syndrome in 6 patients. 

In all, 136 cases of hemorrhage from duodenal 
ulcer are reported. In this group there was a mortality 
of 5.9 per cent. This figure is approximately the same 
as that found in other reports in the literature. All 
the patients who died were more than 50 years of 
age. The authors believe that other factors that tend 
to increase the mortality in bleeding duodenal ulcer 
include a history of ulcer symptoms, the continuation 
of pain during a bleeding episode, and a rise in the 
blood urea nitrogen over 100 mgm. per 100 ml. Most 
authors agree that mortality is higher during an initial 
bout of hemorrhage than during subsequent episodes. 
From this study the authors conclude that patients 
with ulcer who have already had two or more hemor- 
rhages are more likely to have recurrent hemorrhages 
than those who have had only one bleeding episode. 
In the group of patients reported by the authors who 
were subjected to gastrectomy primarily because of 
gastrointestinal bleeding approximately 20 per cent 
had recurrent bleeding within 5 years. There was no 
obvious seasonal variation in the incidence of gastro- 
intestinal bleeding. —Peter Dineen, M.D. 


Emergency Resection and Anastomosis for Perforated 
Sigmoid Diverticulitis. PereR Ryan. Brit. 7. Surg., 
1958, 1: 611 


PERFORATED DIVERTICULITIS is common and may be 
— to become more common in an aging popu- 
ation. 

Observation in this small series suggests that there 
are two fairly distinct syndromes of perforating 
diverticulitis, one characterized by a short history 
without bowel symptoms and one or several divertic- 
ula, the other by a long history of bowel symptoms 
with peridiverticulitis. 

Sigmoidectomy cures diverticulitis if care is taken 
to remove all “‘diverticulitic,” as opposed to “‘di- 
verticulotic,”’ bowel. 

Certain cases of perforated diverticulitis (gangre- 
nous sigmoiditis) demand resection, and in most 
closure, excision, or drainage are theoretically un- 
sound. 

Emergency sigmoidectomy and anastomosis for 
perforating diverticulitis are safe if the patient has 
been well, the sigmoid colon is mobile, and there is 
no intestinal obstruction. It is not worth while in 
advanced general peritonitis. 
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Thus some cases of perforated diverticulitis can be 
cured by an operation which saves life. 
—John F. Moloney, M.D. 


The Rhythm of Pain of Bowel Obstruction. E. Law- 
RENCE Keyes, THomas J. WEILER, Bray O. Hawk, 
and Joun V. Repincton. Missouri Med., 1958, 55: 977. 


THe AvuTHors believe that pictures portray the 
rhythm of pain in bowel obstruction better than 
words. They have prepared and presented six pain 
charts, sketched from the descriptions of patients who 
had obstruction of the small or large bowel. 

From these studies, the authors believe an appre- 
ciation of the rhythm of pain has been valuable in 
distinguishing small from large bowel obstruction; 
pain persisting more than 12 hours without pain-free 
intervals characterizes the small bowel obstruction; 
pain persisting less than 12 hours with pain-free in- 
tervals up to 4 days characterizes obstruction of the 
colon. They further note, however, that it may prove 
dangerous to try to distinguish partial from complete 
small bowel obstruction by this method, but such 
obstruction ordinarily demands early surgery, prefer- 
ably within 12 to 24 hours after onset of pain. 

Previous pain charts concerning appendicitis have 
been published. —David E. Hallstrand, M.D. 


Papilloma of the Large Intestine; A Clinical-Patho- 
ogic Correlation. Mosne B. and 
Joseru B. Kirsner. Gastroenterology, 1958, 35: 36. 


THe AuTHoRS describe a papilloma of the large 
bowel as a broad-based polyp with greatly elongated. 
simple or branching crypts, separated by a delicate 
stroma, and forming villous efflorescences at the sur- 
face; there is progressive growth in area rather than 
in height. This papilloma is considered to be a rela- 
tively uncommon tumor. In several series of cases a 
frequency of 2 to 14 per cent has been reported with 
respect to the adenomatous polyp. Most papillomas 
are situated in the rectum. The villous tumors occur 
at an older age than adenomas, with the average age 
of the patient at the time of diagnosis comparable to 
that of the diagnosis of colonic carcinoma. The clinical 
symptoms of villous tumors are identical in average 
cases and consist of mucous discharge (“‘pseudo- 
diarrhea”), bloody stools, change in bowel habit, 
prolapse of the tumor, and elimination of tissue 
particles. There is usually some difficulty in diagnosis 
in view of the softness of the tumor at rectal examina- 
tion, and the fact that the proctoscope does not en- 
counter resistance while passing over the growth. In 
2 of the 4 cases reported by the authors, the major 
complication was profound electrolyte imbalance, 
which led to the death of 1 patient. Excessive secre- 
tion from the papillomas resulted in serious depletion 
of extracellular sodium and chloride, with reduced 
blood volume and azotemia. Careful studies of the 
serum, urine, and at times the fecal concentration of 
electrolytes, are recommended in papillomas of the 
large intestine and rectum.—E. W. Cauldwell, M.D. 


Granuloma of the Right Half of the Colon. WATER A. 
D’Atonzo. 7. Internat. Coll. Surgeons, 1958, 29: 683. 


A REviEw of the literature, demonstrating the evolu- 
tion of the differentiation of nonspecific granulomas of 
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the colon from malignant and specific infectious 
processes, is presented. The etiologic factors and the 
pathologic pictures are described and discussed. 

The symptoms depend on the stage and severity of 
the disease. In the acute phase, the picture can be that 
of any acute intra-abdominal inflammatory condi- 
tion. In chronic stages the picture is predominantly 
that of any other obstructing lesion. Most cases pro- 
gress to the chronic stage without having gone through 
very dramatic acute or subacute stages. A routine 
case history, physical examination, laboratory tests, 
and rectal, sigmoidoscopic, and roentgenographic 
examinations will usually lead one to suspect and 
then to localize a lesion. A Frei test or complement 
fixation test for lymphogranuloma should be per- 
formed. In the great majority of cases an inflamma- 
tory tumor is not suspected and the patient is as- 
sumed to have a neoplastic lesion. 

Four cases observed during a one year period are 
reported in detail. —Arthur M. Simpson, M.D. 


Carcinoma of the Colon Under the Age of 40. Joseru 
A. Ezzo, James F. SuLtivan, and Ropert E. Mack. 
Ann. Int. M., 1958, 49: 321. 


CARCINOMA OF THE COLON is a common disease, 
however, there is no report in the literature about the 
disease in young people. In the 840 cases of carcinoma 
of the large bowel observed at the St. Louis University 
Hospitals in the period from January 1950 to May 
1957, there were 32 patients under the age of 40 
years, an incidence of 4 per cent. 

There were 12 patients with rectal carcinoma rang- 
ing in age from 23 to 39 years, of whom 8 were males 
and 4 were females. Eight of the patients (66 per cent) 
have died in 3 to 58 months after diagnosis while the 
remaining 4 patients (33 per cent) are alive at 5 to 
24 months after the diagnosis. 

There were 20 patients with colonic carcinomas, 
other than rectal. Thirteen (65 per cent) were dead 
within 28 months after they were seen, 2 patients 
remain alive but have metastatic disease, 4 patients 
are alive without evidence of metastatic disease. 

Of the 32 patients with malignant conditions of 
the colon, 25 (78 per cent) are dead or expected to 
die of their disease in less than 5 years; 7 are living 
without disease from 5 to 48 months post-operatively. 

The distribution of lesions in this group of patients 
is similar to the distribution found in carcinoma of 
the colon in all age groups. 

The symptoms were also similar to those found in 
any group of cases of carcinoma of the colon. 

In general, 5 year survival rates from carcinoma of 
the colon are usually given as approximately 50 per 
cent. While in some series of unselected cases the 5 
year survival rate is as low as 33 per cent, it is still 
of significance that the survival rate for 5 years in 
this group of patients is only 21 per cent. Since the 
patients were not seen at a later time than the older 
patients, nor were their symptoms more severe nor 
had they been present for a longer period of time, it 
is difficult to explain the decreased 5 year survival 
rate. In addition, there were no operative deaths in 
this series. The conclusion would appear to be that 
cancer in younger age groups tends to be a more 
malignant process. —fohn H. Davis, M.D. 


Ristocetin and Ristocetin-Neomycin for Preoperative 
Preparation of the Colon. IsioorE Coun Jr. and 
ALFRED B. Loncacre. Arch. Surg., 1958, 77: 224. 


RIsTOCETIN, a new antibiotic, particularly effective 
against staphylococcal infection and reported not 
to reduce bacterial resistance as easily a: some of the 
other antibiotics, was tested by standard methods as 
a preoperative bowel preparation. 

Ristocetin was administered to 5 patients, 250 
mgm. every hour, for 4 hours and then 250 mgm. 
every 6 hours for a total of 72 hours. The drug was 
given by mouth using the intravenous preparation 
in capsule form. Stool specimens were studied one 
day prior to therapy, each day during therapy, and 
for one to two days after therapy. 

Streptococci, present in all control specimens, were 
eliminated from all but one patient by the second 
day of therapy. 

Staphylococci were present in only 2 of the control 
specimens but were not recovered from either of 
these by the end of the first day of therapy. 

Coliform organisms were present in all patients 
and were not significantly affected by the drug. 

Clostridia, present in three of the control stools, 
were not present at the end of therapy in any of the 
patients. 

Bacteroides were present in all control specimens 
and were still present in 3 of the patients at the end 
of the second day of therapy. 

Yeasts were not recovered at any time. 

Proteus and Pseudomonas were also found in the 
stools of some of the patients, but sensitivity studies 
showed that these organisms were resistant to risto- 
cetin. 

Ristocetin and neomycin were administered as 
400 mgm. of ristocetin combined with 1 gm. of 
neomycin sulfate. This was given every hour for 4 
hours, and then every 6 hours for a total of 72 hours. 
In the 5 patients treated with this antibiotic regi- 
men, there was a disappearance of streptococci, sta- 
phylococci, coliform organisms, and bacteroides by 
the end of the first day of therapy. Clostridia were 
under control by the end of therapy and there was 
an increase in the yeast count beginning on the first 
day of therapy. There were undesirable side effects 
with this dosage of the drug and the studies had to 
be discontinued in one of the patients. 

Five additional patients were studied with risto- 
cetin, 200 mgm. combined with neomycin sulfate 
500 mgm., administered in the same dosage and time 
schedule. 

Streptococci, present in all the control specimens, 
were eliminated on the first day of therapy. 

Staphylococci were recovered in only one control 
specimen and were not otherwise found during the 
study. Coliform organisms, which were present in all 
the control stools, were eliminated in all but one by 
the second day of therapy. 

Clostridia, present in all the control specimens, 
were recovered from only one patient on the second 
day of therapy and had been completely eliminated 
by the end of the treatment. Bacteroides, present in 
4 control specimens, were completely eliminated. 
Yeasts were not recovered from any of the control 
specimens, but were recovered from all patients by 
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the second day of therapy, and their presence con- 
tinued until one or two days after therapy had been 
discontinued. These studies would indicate that this 
combination of antibiotics satisfactorily controls the 
fecal flora and that most of the organisms found in 
the stool are likely to be sensitive to one or the other 
of the drugs. Resistance has not been shown to 
develop to a significant degree during the short 
period of therapy that provides satisfactory control 
of the fecal flora. 

Because of the effectiveness of ristocetin against 
staphylococci it probably should not be used for 
routine preoperative preparation of the bowel but 
rather should be reserved for those cases in which 
staphylococcal infections have already arisen. 

—John H. Davis, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Nutrition Requirements and Management in Pa- 
tients with Cirrhosis of the Liver Preoperatively 
and Postoperatively, ArrHuR H. BLAKEMORE and 
ARTHUR B. VooRHEES, JR. Ann. Surg., 1958, 147: 875. 


SoME PATIENTs with cirrhosis of the liver have reserves 
of liver capacity sufficient to withstand major surgical 
procedures without the need for special supportive 
measures. The hepatic function in others is reduced to 
such an extent that no known restoratives will prevent 
a fatal outcome. A large intermediate group may be 
treated successfully to improve the liver’s ability to 
support major operations. That treatment is modified 
from Patek’s regimen. 

Rest is demanded. A fairly strict routine is enforced 
with limited ambulatory activities, supported by mild 
sedation for several weeks. 

The diet must contain large amounts of carbohy- 
drates and protein, with moderate amounts of fats. 
Tube feedings may be used to supplement what an 
anorectal patient will take voluntarily. Ammoniacal 
intoxication may complicate a patient’s hepatic 
restoration since the large amount of dietary protein 
may increase the amount of breakdown of urea in the 
intestine. Rather than compromise with the ideal of 
offering large amounts of proteins to these patients, 
the bacteria which form the diseases should be de- 
stroyed by the daily use of small amounts of oral ne- 
omycin (200 mgm.) and bacitracin (200,000 units). 
Attention to adequate and frequent catharsis en- 
hances that regimen. 

The tendency to ascites is lessened by limiting the 
intake of sodium, and by partly correcting hypo- 
albuminemia by the intravenous administration of 
salt-poor serum albumin. 

B vitamins, crude liver, and vitamin K are given to 
all patients in large doses. Transfusions of fresh whole 
blood are the best means of controlling anemia. 

—Leonard D. Rosenman, M.D. 


The Intrahepatic Vasculogram and Hepatogram in 
Cirrhosis Following Percutaneous Splenic Injec- 
tion. Francis F. Epwarp G. BrRaDLey, 
and Louis M. RousseLor. Radiology, 1958, 71:175. 


In spite oF the widespread use of portal venography 
in the study of disease of the portal system, little 
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attention has been paid to study of the diseased liver 
by the same method. The present paper is a pre- 
liminary report of such a study. 

To visualize the portal system and the intrahepatic 
circulation, 40 c.c. of opaque medium are injected 
percutaneously into the spleen and serial x-ray films 
are exposed at frequent intervals for one minute. 
This allows a demonstration of the extrahepatic 
venous system and the two phases of intrahepatic 
venous filling. The first of these is the intrahepatic 
vasculogram and it demonstrates the portal vein 
branches. The second is the hepatogram and is thought 
to represent filling of the sinusoids. 

The present study concerns 42 studies performed 
on patients with clinically or surgically proved 
cirrhosis. 

The normal intrahepatic vasculogram shows 
symmetrical arborization with an even distribution 
of branches. Often the left lobe of the liver will not 
opacify because of layering of the contrast medium 
in portal blood. In addition to localized changes 
which occur with space-occupying primary or meta- 
static tumors, the abnormal vasculogram in cirrhosis 
will show distortion and blunting of intrahepatic 
portal vessels and diminished sinusoidal filling. It 
may show tortuous intrahepatic vessels, irregular 
caliber of the vessels, loss of normal tapering, and a 
loss of fine arborization. Of 41 cases of cirrhosis 
evaluated, the vasculogram was abnormal in 71 per 
cent. 

It was found that in all cases of small or contracted 
livers, the vasculogram was abnormal. In normal or 
large livers, the changes might or might not be seen. 
There was little correlation of the vasculogram with 
liver function tests. 

The abnormal hepatogram shows a disturbance of 
normal homogeneity of pattern and this may take 
the form of radiolucent mottling or of increased 
density, which may represent intrahepatic shunting 
of blood to relatively normal areas of liver tissue. 
Metastatic or primary tumors as small as 1 cm. in 
diameter may be demonstrated. 

There is apparently no relationship between the 
degree of hepatic decompensation as indicated in 
liver function tests and the density or pattern of the 
hepatogram. 

The relationship of the vasculogram to the hepato- 
gram was studied in 33 cases of cirrhosis. In 16 of 
these, there was an abnormality of both the vasculo- 
gram and the hepatogram. In 7 cases, both were 
normal, while in 4 others the normal vasculogram 
gave way to an abnormal hepatogram. It was found 
that those cases having a slow hepatic circulation 
were more likely to have an abnormal hepatogram. 

The type of cirrhosis did not affect the vasculo- 


gram or the hepatogram. 
—John J. Bergan, M.D. 


One-Second Needle Biopsy of the Liver. Giorcio 
MENGuHINI. Gastroenterology, 1958, 35: 190. 


IN AN EFFORT to reduce the time involved in the most 
dangerous stage of needle biopsy of the liver, from 
the insertion of the needle tip into the liver until its 
withdrawal, a new instrument has been devised which 
reduces this interval to about one second. 
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The needle itself is 1 mm., 1.5 mm., or 2 mm. in 
diameter, with the first two sizes being used almost 
exclusively. It measures 7 cm. in length and is equipped 
with an adjustable guard to regulate the depth of 
penetration. This guard is set at 4 to 5 cm. for average 
subjects. An unusual tip is used which is oblique and 
slightly convex toward the outside. The cutting edge 
is ground to 45 degrees from the long axis and allows 
a cut to be taken without rotation of the instrument. 

A special device is fitted within the cannula which 
acts to block the biopsy specimen from being as- 
pirated into the syringe with subsequent fragmenta- 
tion of the specimen. This device is made slightly 
smaller than the internal diameter of the cannula 
and allows a negative pressure to be transmitted 
around itself and applied to the specimen. 

An intercostal approach is utilized with the patient 
supine, his right side slightly elevated, and his right 
arm adducted across his chest. A point of maximal 
hepatic dullness is chosen in the midaxillary line and 
10 ml. of 1 per cent procaine are utilized to effect 
good anesthesia of all layers including the hepatic 
capsule. Exploratory aspiration utilizing the thin 
anesthetic needle may be used. The presence of bile, 
gas, or feces contraindicates the continuance of the 
procedure. 

A syringe containing physiologic saline solution is 
attached to the instrument and the guard set at the 
desired level. After penetration of the skin, the saline 
solution is injected through the needle to eject any 
skin fragment which may be present. Following 
this, a negative pressure is induced within the syr- 
inge by withdrawing the plunger and the needle is 
advanced to the level of the guard while the patient 
holds his breath in full expiration. When maximal 
depth is obtained, the needle is withdrawn with nega- 
tive pressure being maintained within the syringe. 
Care must be taken to insure rectilinear motion of 
the needle. 

Thus the intrahepatic phase of the biopsy is re- 
duced to a simple push-pull which takes a fraction 
of a second. 

The patient is then turned on his right side and 
the biopsy specimen is placed in fixative solution. 
The specimen is 2 to 4 mm. in length and 0.75 mm. 
in diameter and is usually not fragmented unless 
much fibrous tissue is present. 

Use of the 1 mm. needle allows full insertion with- 
out danger and without need for anesthesia. These 
instruments may also be used for biopsy of the spleen 
and kidney. —John 7. Bergan, M.D. 


Riedel’s Lobe of the Liver. RicHarp J. REITEMEIER, 
R. Butt, and H. BaccEnstoss. Gastro- 
enterology, 1958, 34: 1090. 


A ass in the right upper quadrant of the abdomen 
may be of uncertain nature and origin. A number of 
such masses are due to an elongation of the right lobe 
of the liver, a condition which, since Riedel’s original 
description in 1888, has borne his name. Although the 
tonguelike extension of the right lobe of the liver is in 
most cases essentially normal, Riedel found that the 
great majority of such cases were usually associated 
with disease in the gallbladder, or, as in one case, in 
the right kidney. 


The authors have reviewed all of the cases at the 
Mayo Clinic in Rochester, Minnesota in which a 
diagnosis of Riedel’s lobe of the liver was made. Of 49 
such diagnoses, 31 were either proved surgically or 
were supported strongly by clinical or roentgenologic 
evidence. 

Eleven patients were operated upon; all were 
women. Five had associated cholecystitis and chole- 
lithiasis. Five were operated upon because of an unex- 
plained right abdominal mass. In one patient the 
Riedel’s lobe was found incidentally during a hyster- 
ectomy; it had not been palpable preoperatively. 

Biopsy of the elongated liver lobe was performed in 
3 cases at operation. Focal and periportal collections 
of lymphocytes were seen and mild fatty changes 
were noted in the hepatic cells. The lobular architec- 
ture was normal. 

Twenty patients were not operated upon, the physi- 
cal findings and roentgenologic evidence being con- 
sidered sufficient confirmation of the diagnosis. A pal- 
pable mass was noted in 18 of the 20 patients. Roent- 
genograms supported the clinical diagnosis in the 
same number of cases. Bromsulphalein tests of liver 
function and the serum bilirubin were normal in the 
11 patients in whom such examinations were made. 
Cholecystography was carried out in 10 of the 20 
cases, and in 9 of these the gallbladder was normal; 
one patient had a functioning gallbladder with stones. 

The mechanism of the formation of a Riedel’s lobe 
of liver is unknown. In those instances in which there 
was associated gallbladder disease, the authors sug- 
gest by implication that the elongated tonguelike 
process from the liver was in some manner causally 
related. 

The true significance of a Riedel’s lobe resides in its 
existence as an unexplained abdominal mass. The 
authors suggest that in the absence of symptoms sug- 
gestive of abdominal disease and with the positive 
findings limited to a right abdominal mass suggesting 
normal liver or kidney, the excretory urogram may 
provide additional information to make a positive 
diagnosis of a Riedel’s lobe of liver and forestall the 
necessity of an abdominal exploration. 

— Harvey N. Lippman, M.D. 


Surgical Aspects of Hepatic Coma (Le coma hépatique 
vu sous langle chirurgical). Y. SALEMBIER. Acta gastro- 
enter. belg., 1958, 21: 178. 


Two cases of hepatic coma which developed post- 
operatively are described. One case was fatal. This 
patient was cirrhotic, and a ligation of the common 
hepatic artery was done. On the second postoperative 
day he became comatose and died 2 days later in 
hyperthermia. Before the onset of coma he had been 
receiving methionine as well as moderate doses of an 
antibiotic. Histologic sections of the liver at autopsy 
showed necrotic infected foci. Hence, the author 
concludes that prevention and/or treatment of post- 
operative hepatic coma should include massive doses 
of broad spectrum antibiotics as well as oxygen. Also, 
methionine administration should be stopped im- 
mediately and glutamate started. The latter de- 
aminates the nerve cells and removes the blood am- 
monium which is elevated during hepatic coma. 
Methionine on the other hand blocks this supposedly 
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useful action of the glutamic acid. In this case, dis- 
continuation of methionine and glutamate adminis- 
tration did not prevent death. 

In the second patient oliguria and uremia developed 
and were associated with neurologic manifestations of 
hepatic coma. Upon the administration of 500 milli- 
grams of cortisone diuresis took place, and the urea 
level dropped to 1.27 grams. Since the coma was 
deepening and the patient’s temperature was rising, 
1,000 milligrams of cortisone were given, and in 8 
hours the patient improved, continuing to improve 
until final complete recovery. 

The author discusses methods of prevention and 
treatment of hepatic coma which should include the 
preoperative and postoperative administration of 
liver extracts, vitamins, proteins, antibiotics, oxygen, 
glutamic acid, and cortisone. 

—WNicholas 7. Demos, M.D. 


Emergency Portacaval Shunt. Witi1AmM P. MIKKELSEN 
and ArtTuuR C, Pattison. Am. 7. Surg., 1958, 96: 183. 


THE AUTHORS used portacaval shunts as emergency 
procedures in 11 selected cirrhotic patients who were 
bleeding acutely from esophageal varices. The ra- 
tionale in selecting this procedure lay in the belief 
that this type of surgical treatment could be ac- 
complished with appreciably no greater stress to the 
patient than that associated with temporizing pro- 
cedures. In addition, portal decompression could 
possibly terminate bleeding from varices immediately 
and permanently. 

In the 11 cases reported, the indications for emer- 
gency surgical treatment were: in 1 case, ineffective- 
ness of tamponade in controlling bleeding; in 5 cases, 
immediate recurrence of bleeding on release of 
tamponade; in 4 cases, early recurrence of bleeding 
while recovering from previous hemorrhage; and in 1 
case, mistaken diagnosis of bleeding peptic ulcer. All 
patients were either actively bleeding at the time or 
had bled actively within 12 hours of operation. None 
were in coma and only two exhibited encephalopathy 
in the days prior to operation. In 5 patients the cir- 
rhosis was secondary to alcoholism; in 5 it was sec- 
ondary to hepatitis and in one it was juvenile. Biopsy 
of the liver during operation confirmed the diagnosis 
of cirrhosis in all cases. All patients had end-to-side 
portacaval shunt performed through a right thoraco- 
abdominal incision. In every instance balloon tam- 
ponade was disconnected during or immediately after 
completion of the operation. 

Four patients died in the postoperative period and 
2 died at a later date. Five remained alive and had 
had no recurrence of bleeding. Only one patient bled 
after operation in spite of the fact that balloon tam- 
ponade was not employed postoperatively in any pa- 
tient. The bleeding in this patient was of a minor 
character. 

The conclusion seems warranted that portal de- 
compression as accomplished by end-to-side porta- 
caval shunt will, in almost all cases, immediately 
terminate bleeding. Preoperative jaundice was an 
ominous sign with regard to survival. Comparison of 
these results with those utilizing emergency tamponiz- 
ing procedures suggests that the operative mortality 
is little different and that effective control of bleeding 
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is more likely to be obtained by portacaval shunt. It 
still remains doubtful that any of the emergency oper- 
ations currently in use will significantly improve the 
total mortality for cirrhotic patients with severe 
bleeding from esophageal varices. 

—Orville F. Grimes, M.D. 


Biliary Vesicular Stasis. J. DuprieLp Rose. Lancet, 
Lond., 1958, 1:1356. 


THE MOST COMMON disorder of the biliary tract is a 
disorder of its motility, or biliary dyskinesia, the 
author maintains. In his series of 200 cases of biliary 
tract disorder, dyskinesia was found either alone, or 
associated with some structural change, in 126 
instances. 

Biliary vesicular stasis is either hypotonic or hyper- 
tonic. The former variety is characterized by a long, 
flask-shaped gallbladder lying parallel to the vertebral 
column. An accurate diagnosis can be made by serial 
cholecystography in which a series of cholecystograms 
(anteroposterior and lateral) are taken before and at 10 
minute intervals after a fatty meal. From these the 
volume of the gallbladder is determined and an 
evacuation curve is drawn. The angle which the long 
axis of the gallbladder makes with the spine is taken 
as an indication of the tone and degree of contraction 
of the gallbladder. The duct system is often found to be 
dilated and hypotonic and the sphincter of Oddi re- 
laxed. 

The surgical treatment is based on the premise 
that the right greater splanchnic nerve is the inhibitor 
nerve of the biliary tract. In the 20 patients operated 
on by the author in whom this nerve was sectioned, the 
results in 17 are considered as good, 3 as bad. There 
was not only symptomatic relief, but relief of the im- 
pairment of motor function as well. 

The hypertonic variety of the vesicular stasis is said 
to exist when the gallbladder empties inadequately be- 
cause of some obstruction, either structural or func- 
tional. The functional type is said to be quite rare. This 
is presumably associated with spasm of the sphincter of 
Oddi and/or the sphincter of Lutkens. Manometry 
reveals an intravesicular pressure which is greater than 
the normal of 18 centimeters and shows a fall when the 
vagus is blocked. The spasm is eliminated by section- 
ing of the vagus or by the performance of cholecystec- 
tomy. 

The use in this article of such pedantic neologisms 
as ‘“‘infundibulo-colo-cystitis”, and ‘‘trans-parieto- 
hepatic vesicular puncture” will be thought by some to 
detract from the clarity of this work. 

—Sheldon Burman, M.D. 


Surgical Experiences with the Diagnosis of Stones 
Through Cholangiotomography (Chirurgische Er- 
fahrungen mit dem Cholangiographie-Schichtver- 
fahren beim Steinleiden). P. Kyrie. Langenbecks Arch. 
u. Deut. Kschr. Chir., 1958, 288: 386. 


Durinc a 6.5 month period in 1957, 105 cases of sus- 
pected biliary calculi were studied by cholangiotom- 
ography on the surgical service at the Krankenanstalt 
Rudolfstiftung in Vienna. Forty-three of these patients 
were operated upon and a comparison is made be- 
tween the roentgenologic diagnosis and the findings at 


surgery. 
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In 31 of these cases the cholangiotomogram was 
interpreted as showing only gallbladder stones. This 
diagnosis was confirmed in 29. In the remaining 2 
cases common duct stones were found. In one of these 
there is a possibility that the stones passed from the 
gallbladder into the common duct after the tomo- 
graphic evaluation was made. In the other case the 
stones were perhaps too small to be visualized in this 
way. 

In 7 cases common duct stones were diagnosed by 
tomography. The diagnosis was confirmed in 6 cases. 
In the seventh case operation was performed 12 days 
after the study, and although no stones were found in 
the common duct, the papilla of Vater was stenosed 
and inflamed, suggesting the possibility of preopera- 
tive passage of common duct calculi through the 
papilla. 

In 4 cases common duct stones were suspected but 
not positively diagnosed by tomography. The diag- 
nosis was confirmed in one patient who was an icteric 
postcholecystectomy admission. In the remaining 3 
cases the suspicion of choledocholithiasis was not con- 
firmed. In 2 of these 3, a pathologic condition was 
found which was misleading, namely, large tymph 
nodes around the common duct and chronic recurrent 
pancreatitis involving especially the pancreatic head. 
In the third misinterpreted case no misleading patho- 
logic condition was found. 

In the forty-third case, tomography was interpreted 
as showing gallbladder stones and relative obstruction 
at the papilla of Vater. Operative findings were gall- 
bladder stones, chronic pancreatitis, chronic recurrent 
papillitis, and mud in the common duct. 

In conclusion, in most of the studied cases the 
tomographic diagnosis was confirmed by operative 
findings, but because of the small number of cases no 
conclusive criticism is offered. 

—Max L. Smith, M.D. 


Radiologic Aspects and Pathological Anatomy of the 
Inflammation of the Duodenal Papilla (Aspects 
radiologiques et anatomie pathologique des chole- 
docites terminales). MARCEL Roux, Cu. Desray, R. 
and R. Laumonier. 7. chir., Par., 1958, 
76: 116. 


EVIDENCE OF INFLAMMATION of the duodenal papilla 
was found by the authors in 13 per cent of 611 patients 
requiring biliary or pancreatic surgery. The frequency 
rises to 52 per cent if only patients with choledo- 
cholithiasis are considered. 

These lesions are likely to be factors both in the for- 
mation of stones and in the postcholecystectomy syn- 
drome. This disease is amenable to surgical treatment 
and with encouraging results; however, the treatment 
is not discussed in the article. 

Since visualization of the common duct, even with 
intravenous cholangiography, is usually vague, three 

resumptive signs are used to indicate disease of the 
papilla: (1) delay in the emptying of the duct, (2) 
increase of the diameter of the common bile duct from 
6 to 9 or 10 mm. or more, and (3), most important, a 
convex termination of the duct, with a constriction 
above. 

During the operation multiple films must be taken 
to detect changes. The indirect signs are the same as 
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enumerated previously in frequent visualizations of the 
intrahepatic ducts. The latter would visualize with a 
normal sphincter of Oddi. Reflux into the duct of 
Wirsung is very commonly found. 

In addition, there are signs which cannot be brought 
out by intravenous cholangiography. They vary in 
different individuals, yet they are all related. In 
questionable cases the duodenum and pancreas can 
be immobilized and a dental film placed directly behind 
the duodenal papilla. 

A normal duct in its open phase describes a curve 
and its lumen becomes progressively smaller. Fairly 
often, at the right center there is a slight lateral devia- 
tion with a sudden collarlike constriction, mostly at 
the expense of the right border. When the sphincter 
closes, the opaque column has a horizontal or slightly 
concave end with the wall remaining parallel with the 
dilatation. Often the lumen of the papilla is repre- 
sented as an opaque spot, surrounded by a translucent 
halo. 

The deviations from the normal are seen either in 
the normally filiform terminal part of the duct, as an 
abnormality at the site of the papilla, or as both. In 
these illustrations the duct can be subdivided into 
three parts: the superior segment, which is tubular, 
almost vertical, and often dilated; the middle zone, 
irregular in shape, oval, rhomboid, triangular, or nar- 
rowing like a wine glass; and the inferior filiform seg- 
ment, which often fails to visualize. The presence of a 
stone at the ampulla can be confusing. 

Following duodenotomy, the papilla is inspected, 
and it presents the following deviations from the nor- 
mal appearance: the orifice may have lips, it may be 
multicentric, have the shape of a rosette, or be fes- 
tooned. At other times the orifice may be stenotic and 
incapable of being dilated. Finally, the papilla may 
be only edematous and cyanotic, retaining almost 
normal pliability. 

Thirty cases were biopsied prior to asphincterotomy. 
All biopsies were taken from the roof of the papilla, 
and the sphincterotomies were always preceded by a 
manometric demonstration of hypertonicity of the 
sphincter. 

The most common and most characteristic lesion in 
this series is a fibromusculoglandular nodule at the 
mouth of the ampulla. The glandular abnormality 
may consist of glandular atrophy, cystic formation, or, 
rarely, hyperplasia. The fibrous tissue is hyperplastic 
butstill cellular. The changes of the muscle are largely 
atrophy of the fibers choked by the sclerosis. 

—Leonid S. Cherney, M.D. 


Gas in the Pancreas as a Sign of Abscess. Joun W. 
Acnos and R. Brian Hotes. Am. 7. Roentg., 1958, 
80: 60. 


Two CAsE HisToRrIEs of patients with pancreatic 
abscesses are reported in detail, with particular refer- 
ence to the roentgenographic finding of gas in the 
abscess. 

One of the patients, an elderly female, had a large 
collection of gas in a left subphrenic abscess associated 
with a small cluster of gas bubbles to the left of the 
spine and superimposed on the gas shadow of the 
stomach. The patient died about 6 weeks later and at 
autopsy the clinical and operative diagnosis of pan- 


cre. 
hac 
ret 
rig 

on 
bef 
gel 
rac 

At 

to 

in 
the 
ass 
sig 
ab 
sm 
tia 
ge 

be 
pn 
ab 
ar 
en 
cr 
St 
du 
pe 
pz 
ar 

pl 
fr 
T 
re 
ql 
in 
th 
w 
al 
H 
of 
of 
r 
e1 
vi 
th 
| te 
si 
3} 
p 
tl 


creatitis with abscess formation was confirmed. Sinuses 
had formed from the pancreas into the spleen and 
retroperitoneal structures. 

The second patient, a 44 year old female, had had 
right upper quadrant pain with mild jaundice off and 
on for a year. An acute episode had begun 6 weeks 
before admission and gradually subsided. A roent- 
genogram of the abdomen showed a collection of small 
radiolucencies (9 by 10 cm.) to the right of the spine. 
At operation pancreatitis with fat necrosis was found 
to be associated with a pseudocyst of the mesocolon. 

The literature relating to the demonstration of gas 
in pancreatic abscess is reviewed, and it is pointed out 
that instances of pancreatitis with abscess formation 
associated with small collections of gas are not fre- 
quent. The authors state that in addition to the other 
signs of pancreatitis, gas should be looked for in the 
abscess cavity. The clusters of small gas bubbles are 
more often seen where the abscess is confined to a 
small space or there are multiple necrotic fragments 
associated with it. These collections must be differen- 
tiated from gas in fecal material in the colon or in in- 
gested food in the stomach. Such gas bubbles can also 
be seen in abscesses of other abdominal regions and in 
pneumatosis cystoides intestinalis. A gas-containing 
abscess almost anywhere in the abdomen may have 
arisen in the pancreas. 

In an addendum the authors state that they have 
encountered 3 other cases of gas-containing pan- 
creatic abscess since the preparation of their article. 

—Flora Brown Wurtz, M.D. 


Studies in Cystic Fibrosis of the Pancreas: Occurrence 
of Rectal Prolapse. Lucas L. Kutczycxt and Harry 
SHwacuMAN. WN. England 7. M., 1958, 259: 409. 


‘THE AUTHORS’ interest in rectal prolapse was aroused 
during a study of patients with cystic fibrosis of the 
pancreas. They had been aware of this complaint in 
patients with cystic fibrosis for a number of years, 
and of its occasional appearance as the initial com- 
plaint. However, they had no appreciation of the 
frequency of this complication in cystic fibrosis. 
They were prompted to report their observations on 
rectal prolapse not only because of its surprising fre- 
quency (22.6 per cent) but also because it was an 
initial complaint in 16 patients who subsequently 
were proved to have cystic fibrosis and are now under 
their care. 

The cases of 386 patients with cystic fibrosis who 
were seen during a 13 month period beginning Janu- 
ary 1, 1957 at the Children’s Medical Center of 
Harvard Medical School are reviewed. The majority 
of these patients were known to them for a number 
of years, the diagnosis of cystic fibrosis having been 
made by the demonstration of absent pancreatic 
enzyme activity in duodenal aspirates or by an ele- 
vation of sodium and chloride concentration in 
thermally induced body sweat or both. In addition 
to the study of the patient’s medical record they con- 
sidered it necessary to interview the parents with 
specific reference to this complication. 

Of the 386 patients, 85 or 22.6 per cent had rectal 
prolapse. There was no significant sex difference in 
this series. The initial prolapse occurred most com- 
monly between one and two years of age. In 67, or 
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78.6 per cent, the prolapse occurred before the diag- 
nosis of cystic fibrosis and in 18, or 21.4 per cent, the 
initial prolapse occurred after the diagnosis had 
been made. 

In 16 patients rectal prolapse was the principal 
complaint for which parents sought medical advice. 
In 2 patients the physician recognized the rectal pro- 
lapse as one manifestation of a general nutritional or 
metabolic problem and referred them for diagnostic 
study. In the remaining 14, the problem was consid- 
ered a local one until other and more striking mani- 
festations of cystic fibrosis developed. 

There are numerous conditions in childhood, either 
acquired or congenital, that predispose to rectal 
prolapse. Some of the factors to consider are emacia- 
tion with loss of pararectal fat, weakness of the pelvic 
floor, vertical position of the terminal colon, inflam- 
matory lesions of the bowel and obstructive lesions 
of the genitourinary tract, diarrhea, constipation 
or undue effort on defecation, position at defecation, 
or any increase in the intra-abdominal pressure such 
as that caused by straining or coughing. Mentally 
ill or deficient persons have been found on occasion 
to have rectal prolapse. It is thought that the factors 
responsible for the high rate of rectal prolapse in 
cystic fibrosis include increased intra-abdominal 
pressure, voluminous feces containing poorly digested 
foods, frequent movements, poor muscle tone, varying 
degrees of malnutrition, distension and relaxation 
of large bowel, and occasionally the added increased 
intra-abdominal pressure due to pulmonary emphy- 
sema, coughing, and dilated small intestine. 

The high prevalence of rectal prolapse noted in 
their cases of cystic fibrosis suggests that this disease 
must be considered in patients who present this 
complaint without an obvious explanation. Most of 
their patients who were later shown to have cystic 
fibrosis were not emaciated, and the majority had 
minimal pulmonary involvement due to cystic fibro- 
sis at the time of the initial episode of rectal prolapse. 
If cystic fibrosis is diagnosed in early life and proper 
medical treatment started, rectal prolapse will rarely 
occur. — Matthew H. Evoy, M.D. 


Caudal Pancreatojejunostomy in the Management 
of Chronic Relapsing Pancreatitis. Georce L. Jor- 
DAN, JR. and Joun M. Howanp. Surgery, 1958, 44:303. 


THE AUTHORS report the results in 9 patients, studied 
over a 2 year period, who were subjected to caudal 
pancreatojejunostomy because of chronic relapsing 
pancreatitis. All the patients had a normal biliary 
tract except one who had gallstones. Patients who have 
existing biliary tract disease should have this corrected 
as the first step in the surgical management of chronic 
pancreatitis, because they are likely to be markedly 
improved following such surgical procedures. Those 
patients who do not have biliary tract disease have a 
much less favorable prognosis. The possibility that in- 
trapancreatic ductal obstruction could be an explan- 
ation of this discrepancy exists, and therefore pan- 
creatojejunostomy would seem to be a logical proce- 
dure to use in this particular group of patients. 

A review of the literature resulted in the collection 
of 57 patients in whom this procedure had been used. 
There were no deaths and there were no serious intra- 
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abdominal complications so that the procedure can be 
considered a safe one. 

The difficulty concerns the long term correction of 
the symptoms of chronic relapsing pancreatitis. In one 
series of 25 patients good results were reported in 80 
per cent who had been traced 6 months to 3 years. Of 
the 9 patients in the present study, 4 already have a 
definite recurrence of their disease, despite the short 
follow-up period, and recurrent symptoms suggestive 
of pancreatitis have been noted in 3 additional 
patients. 

One of the questions to be answered is whether or 
not the operation should be used in patients other than 
those in whom a definite ductal obstruction can be 
demonstrated. Of the 9 patients presented in this re- 
port, 6 had the pancreatic duct explored, 4 of whom 
showed areas of obstruction, while 2 did not. In the 
remaining 3 patients there was presumptive evidence 
of ductal obstruction in 2, manifested by a dilated 
duct, while the third patient presumably had no ob- 
struction. All of the 4 patients who have shown a 
definite recurrence had ductal obstruction. Four of 
these patients also represent failures of sphincter- 
otomy. 

None of these patients had the disease limited to the 
tail or body of the pancreas so that removal of the tail 
of the pancreas was simply to facilitate pancreatojejun- 
ostomy and was not in itself thought to be of thera- 
peutic value. — John H. Davis, M.D. 


Calcium Metabolism After Total Pancreatectomy. 
Masakazu Nakayama. Arch. Jap. Chir., 1958, 27 :893. 


THE AUTHOR studied calcium metabolism following 
total pancreatectomy both clinically and experi- 
mentally. The results of this study showed that dogs as 
well as human patients tend to develop a negative cal- 
cium balance after total pancreatectomy. There was a 
mild fluctuation and decrease in the serum calcium 
level that was believed to be due to a decrease in the 
nondiffusible calcium fraction caused by hypopro- 
teinemia. The diffusible calcium fraction was found to 
be in a normal range in all cases for 9 to 12 weeks after 
operation, except for one clinical case. In animals one 
third to one half of the bone calcium is exhausted 3 to 


12 weeks after operation, and osteoporosis is often 
found on histologic examination. There was no evi- 
dence of enlargement and hyperplasia of the para- 
thyroid glands. One patient in the series revealed 
symptoms of tetany and showed lowering of the serum 
diffusible calcium 8 months after total pancreatec- 
tomy. The author believes that it is advisable to con- 
sider the possibility of calcium deficiency in man after 
operation, although the true mechanism of this de- 
ficiency has not yet been established. 
— John H. Schneewind, M.D. 


MISCELLANEOUS 


Otalgia with Esophageal Hiatus Hernia. W. D. F. 
MALuHerse. Lancet, Lond., 1958, 1: 1368. 


Tuis rather delightful and precise little paper is con- 
cerned with an infrequent clinical entity, that of 
otalgia associated with esophageal hiatal hernia. Three 
cases are succinctly presented in which relief of the 
hernia symptoms, 2 by surgery and 1 by medical ther- 
apy, resulted concomitantly in alleviation of the ear- 
ache as well. The mechanism of the production of the 
earache is that of vagal stimulation and the anatomical 
pathway is as follows: 

The vagus nerve, after leaving the skull through the 
jugular foramen, gives off an auricular branch. This 
enters a small foramen on the lateral wall of the jugular 
fossa, and traverses a special canal, the mastoid canalic- 
ulus, in the mastoid part of the temporal bone. It then 
divides into two branches which are distributed to the 
external auditory hiatus, and to a small area of skin on 
the mastoid process. The vagus then passes down the 
neck, giving off its pharyngeal, laryngeal, pulmonary. 
and cardiac branches. Reflexes originating in one of 
these vagal branches and terminating in another are 
not uncommon. Such phenomena as bradycardia, hy- 
potension, vomiting, and coughing are well known. 
Similarly, but less commonly, otalgia may occur, and 
patients with an itching, painful sensation in the audi- 
tory canal or external auditory meatus for which no 
local explanation can be found should be examined for 
the presence of esophageal hiatus hernia. 

—Sheldon Burman, M.D. 
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GYNECOLOGY 


UTERUS 


Operative Management of Insufficiency of the In- 
ternal Cervical Os and the Upper Portion of the 
Cervix (Zur operativen Behandlung der Insuffizienz 
des inneren Muttermundes und der oberen Zervix). 
K. J. ANSELMINO. Geburtsh. © Frauenh., 1958, 18: 797. 


ONE OF THE more recently recognized causes for 
habitual miscarriage is that of incompetency of the 
upper cervix and internal cervical os. It is character- 
istic of this syndrome that interruption of pregnancy 
occurs in the second trimester. The usual course of 
events consists of a gradual cervical thinning and 
dilatation with subsequent rupture of the membranes. 
In most women with this condition, there is a history 
of a traumatic vaginal delivery, high amputation, 
cauterization, conization, or forceful cervical dilata- 
tion. Less commonly, there is no such history to be 
obtained and there is thus thought to be a congenital 
weakness to explain the incompetency. In addition to 
the history, one relies for diagnosis upon feeling the 
defect at the time of premature delivery, the easy 
passage of a number 8 Hegar dilator in the cervix 
of the nonpregnant woman, and the use of a contrast 
medium showing a gaping internal cervical os in the 
nonpregnant patient. 

Various methods of surgical management have 
been recommended for the acquired variety of in- 
competency. The author has used the technique of 
Lash (removal of an elliptic segment of cervical tis- 
sue) on 6 patients. Three of the patients subsequently 
gave birth to a normal child at full term; the other 3 
failed to conceive. The author has had no experience 
with the repair of incompetence during pregnancy. 

— Warren R. Lang, M.D. 


The Treatment of Tuberculosis of the Endometrium; 
A Comparison of Streptomycin and PAS with 
Streptomycin and Isoniazid. ARTHUR M. SuTHER- 
LAND. J. Obst. Gyn. Brit. Empire, 1958, 65: 450. 


IN THIs REPORT the results of therapy and the relative 
merits between streptomycin and PAS and strepto- 
mycin and isoniazid in the treatment of endometrial 
tuberculosis are analyzed. The investigation was con- 
ducted by a Joint Subcommittee representing the 
Royal College of Obstetricians and Gynaecologists 
and the Research Committee of the British Tubercu- 
losis Association and was started in 1953. Patients 
were treated in Birmingham, Exeter, Glasgow, Lon- 
don, Newcastle-upon-Tyne, Oxford, and Sheffield. 

This is the second trial by this Committee. The 
first was a controlled investigation of streptomycin 
and PAS. Of the 113 patients, none of whom had had 
previous antituberculous chemotherapy, 61 chosen at 
random were given streptomycin and PAS for 3 
months and the remaining 52 were observed without 
specific drug therapy. From these results it was con- 
sidered that chemotherapy should be utilized in 
patients who are found to have proved endometrial 
tuberculosis. 
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The present series is comprised of proved cases of 
endometrial tuberculosis with or without adnexal 
masses in patients who had had no therapy. No pa- 
tients were included who had active extragenital 
tuberculosis. Each patient was examined by a chest 
physician, a chest roentgenogram made, and a cathe- 
terized urine specimen obtained for guinea-pig inocu- 
lation. Each patient then was allocated to either 
streptomycin and PAS (SP) or streptomycin and ison- 
iazid (SI) from pre-arranged lists based upon random 
sampling numbers. Of 230 patients 25 were excluded 
for various reasons. 

The diagnosis at first was made by endometrial 
biopsy but in 183 cases bacteriological confirmation 
was sought and achieved in 148. In many of these 
positive cases an attempt was made to type the organ- 
ism. Ninety-three were of the human type and 3 the 
bovine variety. 

Thirteen patients were single and 191 married; 19 
patients had previously been pregnant, 13 had one or 
more full-time pregnancies, 1 had one full-time preg- 
nancy and 2 abortions, 4, one or more abortions, and 
1, one ectopic pregnancy. Sterility was the most com- 
mon complaint (112 cases), 35 patients complained of 
profuse and sometimes irregular menses and pain of 
various types, and 13 had amenorrhea. 

An attempt was made to determine the progress of 
treatment by endometrial biopsy halfway through 
treatment, at the end of treatment, and 3 to 6 months 
after treatment. Most of the biopsies were done in the 
premenstrual phase for more accurate diagnosis. 

The two groups showed no appreciable difference 
in results 9 months after the 3 month course of treat- 
ment. Serious drug reactions which necessitated dis- 
continuing treatment occurred twice as often with 
streptomycin and PAS as with streptomycin and 
isoniazid. The number of reactions to streptomycin 
was about equal in both groups but no reaction oc- 
curred to isoniazid while an appreciable number 
occurred with PAS. It would appear that the strepto- 
mycin and isoniazid combination is the treatment of 
choice because of the lesser incidence of drug reac- 
tions. 

Discounting the patients with reactions and those 
that defaulted in treatment, 89 per cent of the SP 
group and 85 per cent of the SI group remained nega- 
tive at the end of a year. The authors are investigat- 
ing a third series with more prolonged treatment. 


—Byford Heskett, M.D. 


Constitutional Stigmas Associated with Endometrial 
Carcinoma. JAmes D. Garnet. Am. 7. Obst., 1958, 
76: 11. 


GLUCOSE TOLERANCE TESTS were performed on 50 pa- 
tients with proved endometrial carcinoma who were 
selected at random, and also in a control group of 50 
women who were 40 years of age or older, in whom 
pre-existing diabetes was unknown, and none of 
whom had endometrial carcinoma. Glucose tolerance 
tests were also done in a third group of 12 women in 
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whom a histologic diagnosis of atypical or adeno- 
matous hyperplasia of the endometrium had been 
made. The patients in all three groups were analyzed 
with regard to age, parity, obesity, hypertension, and 
age at the menopause. 

As a result of this study, the author concludes that 
the constitutional factors of obesity, hypertension, 
nulliparity, irregular bleeding at the time of the men- 
opause, and faulty glucose tolerance, occur with suffi- 
cient frequency in patients with endometrial carci- 
noma to be of diagnostic significance. The same symp- 
tom complex was noted in the smaller group of pa- 
tients with hyperplasia of the endometrium, which 
suggested a common metabolic disorder in patients 
with endometrial carcinoma and those with adeno- 
matous hyperplasia. It is suggested that prolonged 
overactivity of the anterior pituitary gland might lead 
to these diverse constitutional manifestations in both 
groups of patients. —D. N. Danforth, M.D. 


A Study of Epidemiologic Factors in Carcinoma of 
the Uterine Cervix. Epwarp Gomer JonEs, IAN 
MacDonatp, and Lester Brestow. Am. 7. Obst., 
1958, 76: 1. 


THE AUTHORS made a 4 year study of 274 cases of 
cervical carcinoma from the Los Angeles County Hos- 
pital with a similar number of matched controls, and 
155 cases of cervical carcinoma from private practice 
with a similar number of matched controls. To de- 
termine an association of exogenous and endogenous 
factors with this disease, skilled interviewers using a 
detailed protocol were used and studies of the urinary 
excretion of estrogens were made. 

The specific items studied were dietary deficiency, 
estrogen excretion levels, menstrual patterns, hygienic 
practices, contraceptives, circumcision of marital and 
other partners, and frequency and duration of coitus. 
In none of these items was there any significant dif- 
ference between the cases of carcinoma and their 
matched controls. 

There is some evidence to show that a constellation 
of factors related to socioeconomic conditions and 
domestic and marital instability are more prominent 
in women who have carcinoma of the cervix than in 
comparable groups withaut this disease. 

The study, therefore, does not disclose any new, 
specific causative factor for uterine cervical carci- 
noma. It does re-emphasize the importance of the 
socioeconomic complex of relative poverty (at least in 
early life) with rapid maturation sexually and a haste 
to begin and terminate early, the reproductive phase 
of biologic destiny—marriage, intercourse, first and 
last pregnancies, separation, divorce—and all of these 
events are found to occur significantly earlier in the 
life of the woman destined to develop uterine cervi- 
cal carcinoma than in the woman without this 
disease. 

The basic phenomena underlying these dissimilari- 
ties of cancer patient and control are not apparent, 
yet they may constitute factors of determinative im- 
portance in the genesis of this neoplasm. Any promis- 
ing approach toward their elucidation should be 
continued intensively as discoveries regarding other 
analogous genital neoplasms may be made. 

—Charles Baron, M.D. 


The Paravaginal Space; Its Selective Infiltration by 
Carcinoma of the Cervix (Le paravagin; son infiltra- 
tion élective dans le cancer du col utérin). P. Mouton- 
GuET and M. Garsay. J. chir., Par., 1958, 76: 31. 


THE AUTHORS discuss 5 cases of cancer in which the 
operative findings below the level of the ureters belied 
the preoperative impression that there was no involve- 
ment of the parametrium. They differentiate between 
the paravaginal space and the parametrium—the 
former is the caudal prolongation of the latter. 

They stress the fact that the paravaginal space is 
involved early in carcinoma of the cervix, particularly 
if the cervix is large and boggy. A pliable broad liga- 
ment, as felt on rectal examination, may give a false 
impression of operability. Vaginal palpation of the 
fornices gives a better indication of invasion of the 
paravaginal space, but any induration would have to 
be differentiated from the extension of tumor to the 
fornices. It is thought that an absolutely normal ap- 
pearance of the ureters on the urogram is evidence 
against the invasion of the parametrium by tumor. 

The authors are now experimenting with pelvic 
pneumoperitoneum. —Leonid S. Cherney, M.D. 


The Indications for Conservative Therapy for Intra- 
epithelial Carcinoma of the Uterine Cervix. 
James S. KrieGER and LAwRENCE J. McCormack. 
Am. 7. Obst., 1958, 76:312. 


HysTERECTOMy is not a therapeutic necessity in the 
treatment of cervical carcinoma in situ according to 
the authors. This study of 114 cases of carcinoma in 
situ includes 95 patients in whom radical conization 
was performed. Hysterectomy was subsequently per- 
formed if other pathologic conditions were present, 
if the cervix closed over, or if systematic cytologic 
studies revealed persistent evidence of disease. 

The authors stress the fact that the specimen ob- 
tained by conization must be submitted to careful 
and extensive serial block studies to avoid the possi- 
bility of missing an area of invasion. Also stressed is 
the need for patient co-operation in the postoperative 
period when cytologic follow-up is mandatory. 

—M. Leon Tancer, M.D. 


Dose Distribution and Radiation Damage to Bladder 
and Large Bowel with Radiation Therapy of 
Cervical Carcinoma (Zur Frage der Dosisverteilung 
bei der Strahlenbehandlung des Kollumkarzinoms 
unter Beruecksichtigung der Strahlenbelastung von 
Blase und Dickdarm), H. Feuerstein and H. J. 
Maurer. Geburtsh. G Frauenh., 1958, 18: 815. 


IsopOsE CURVES are of great value in the calculation 
of radiation dosage to various portions of the pelvis. 
However, higher dosages are not necessarily cor- 
related with a greater salvage rate since damage of 
normal tissue occurs and the salvage rate declines. 
Yet, it is the feeling of most gynecologists that radia- 
tion, and not surgery, is the preferred method of 
treatment for cervical carcinoma. The results of sur- 
gical treatment reported represent only selected cases. 
If radiation dosage is not carefully watched, the usual 
temporary symptoms of radiation reaction (nausea, 
vomiting, anorexia, malaise) may be followed by 
irreversible damage to the bladder and rectum and 
even the formation of fistula. 
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Ten cases of stage 2 or 3 carcinoma of the cervix 
are reported in which there was radiation damage to 
the bladder or bowel without the formation of fistula. 
Since the irradiation dose for all patients treated at 
the clinic is identical, the damage is assumed to have 
been related to the radium. The radionecrosis was 
almost invariably confined to the vesical trigone or 
the anterior rectal wall and in each case was near the 
cervical area. The importance of ensuring the opti- 
mum dose distribution to minimize this risk is 
stressed. 

Isodose charts obtained with various types of intra- 
cavitary applicators have shown that the risk of 
damage to the bladder and rectum can be minimized 
if the radium in the intravaginal applicator is ar- 
ranged in the sagittal place, and if the intrauterine 
tube is packed with radium at its upper end only. 
The dose at point A (the point at which the ureter 
crosses the uterine artery) should be accepted as the 
key dose, and the dosage should be so arranged as to 
make the ratio of tumor dose to dose at point A as 
high as possible. — Warren R. Lang, M.D. 


Current Treatment of Carcinoma of the Cervix. H. L. 
KorrMeirr. Am. 7. Obst., 1958, 76: 243. 


IN sUPPORT OF primary irradiation for the treatment 
of invasive carcinoma of the cervix, the most recent 
experience from the Radiumhemmet is presented. 

In the period from 1949 to 1951, 1,081 patients 
received radiotherapy (11 patients refused treatment) 
with the following 5 year apparent recovery rates: 
Stave 1, 89 per cent; Stage 2a, 64.4 per cent; Stage 
2b, 45.2 per cent; Stage 3, 33.5 per cent; and Stage 4, 
7.8 per cent. This represents an over-all cure rate of 
51.1 per cent as compared to 42.5 per cent for 1946 to 
1948 and 42.3 per cent for 1936 to 1945, 

These improved results are due to an individualized 
technique of treatments started in 1949. Whenever 
possible, the initial source of radiation consists of 
intracavitary radium applied in a tailored distribu- 
tion and strength which is determined after a careful 
pelvic examination by an expert gynecologist, and, 
when necessary, urography or venography to demon- 
strate areas of metastases. The isodose curves for the 
various types of applications are calculated by a 
physicist. Following application, dosage rates at 
several levels are measured by means of a small 
ionization chamber placed in the bladder and then 
the rectum in order that an optimal dose to the nor- 
mal tissues of the bladder and rectal walls is not ex- 
ceeded. A fractionated treatment is superior to a single 
application in limiting local injury as well as in de- 
ciding, for borderline cases, between curative and 
palliative treatment. Of the patients treated 7.4 per 
cent received only palliation. When paracervical or 
nodal spread of cancer has occurred, the intracavitary 
dosage is increased by increasing the amount of ap- 
plied radioactive material; this is preferable to in- 
creasing the dosage time. Later, supplemental roent- 
gen therapy is given through two anterior and two 
posterior portals over a 24 to 32 day period. If addi- 
tional therapy to the pelvic wall is needed, a teleco- 
balt source is applied over small, partly overlapping 
anterior and posterior portals. 

The management of persistent or recurrent cancer 
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is dependent on the site of growth. Suburethral or 
lower vaginal wall lesions are treated by various types 
of re-irradiation with a 22 per cent 5 year survival 
rate. 

When primary irradiation has been adequate, 
upper vaginal or cervical lesions are best treated by 
radical surgery or extensive electroendothermy. The 
5 year salvage after 56 radical operations (3 pelvic 
exenterations, 3 Schauta operations, and 50 radical 
hysterectomies) was 23.2 per cent. After electroendo- 
thermy, the 5 year survival rate was 30.6 per cent, 
reduced to 17 per cent if it was necessary to coagulate 
to the pelvic wall (35 cases). Two deaths resulted from 
electroendothermy. 

In order to predict the clinical course and radio- 
curability of cervical cancer, serial biopsies are of 
value. Also, there is some correlation’ between the 
cure rate and the S-R response as determined from 
vaginal smears. Serious injuries from irradiation, such 
as fistulas, ulcers, or stenosis, even in the treatment of 
advanced lesions, occurred in only 1.1 per cent of the 
cases. 

These results, achieved in an unselected series, 
argue the superiority of primary radiotherapy over 
primary surgery. —Lester Hibbard, M.D. 


Carcinosarcoma of the Uterus; Report of 16 Cases. 
SamuEL A. and Paut Pepowrrz. Obst. Gyn., 
1958, 12: 54. 


THE TERM carcinosarcoma is used to designate a 
mixed tumor composed of epithelial and stromatog- 
enous cells, which displays the morphologic, histo- 
logic, and clinical characteristics of malignancy. 
Carcinosarcomas are divided into homologous and 
heterologous types, the latter containing mesodermal 
elements, such as cartilage and striated muscle, which 
are foreign to the structural composition of the 
uterus. The authors review the concepts of origin of 
these tumors and present a detailed report of 16 new 
cases, of which 2 are homologous and 14 heterologous. 
The histogenesis, frequency, microscopic diagnosis, 
clinical appearance, and therapy are reviewed and 
compared with current concepts. 

The dominant symptoms are bleeding and abnor- 
mal discharge. Protrusion of a tumor mass through a 
dilated cervix in a postmenopausal woman is strongly 
suggestive of a mixed mesodermal tumor. There is 
rapid extension to contiguous structures, and early 
metastases via the blood stream are the rule. Metastases 
may be purely epithelial, purely stromatogenous, or 
combined, the picture varying in different sites in the 
same patient. Complete hysterectomy and bilateral 
salpingo-oophorectomy followed by radiation is the 
treatment of choice. The prognosis is always grave. In 
the present series, 13 patients died within 3 years of 
operation, and of these, 6 died within 11 months. 

—D. N. Danforth, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 
The Treatment of Tuberculous Salpingitis. Axe 
Rypén. Acta obst. gyn. scand., 1958, 37: 114. 


THE INTRODUCTION of antibiotics marks an outstand- 
ing advance in the treatment of genital tuberculosis. 
Based on a personal series of 122 cases observed in the 
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past 10 years, plus the results of other workers, the 
author offers the following opinions: 

1. The expectant treatment of tuberculous sal- 
pingitis is not justified since spontaneous healing is 
rare. 

2. Antibiotic treatment alone may be given a trial 
in selected cases in which there is a chance of restoring 
fertility. This would include those patients with 
asymptomatic genital tuberculosis in whom radio- 
graphic evidence of unilateral or bilateral tubal 
patency is demonstrated. Antibiotics are incapable of 
restoring the patency of occluded tubes. The chances 
of success are small, no more than 5 per cent. 

3. Antibiotics alone must be given for a long period 
of time. Treatment for a period of 6 months will not 
cure many and a year is recommended. 

4. Until better drugs are discovered, the routine 
treatment of genital tuberculosis should be surgery 
combined with the preoperative and postoperative 
administration of antibiotics. With antibiotics, the 
surgical risk is small and the cure is prompt. 

5. Conservative surgery is preferable since antibi- 
otics generally cure tuberculous endometritis and 
since ovarian resection usually preserves an adequate 
amount of ovarian tissue to ensure normal endocrine 
function. 

6. When genital tuberculosis is an accidental find- 
ing at laparotomy, an operation should be done only 
if it is technically easy. Otherwise, the abdomen 
should be closed and antibiotics instituted before 
definitive surgery is contemplated. 

7. The two most effective drugs against tubercu- 
losis, streptomycin and isoniazid, should not be com- 
bined. Isoniazid and PAS are given in daily doses of 
300 mgm. and 12 gm. respectively. Streptomycin is 
reserved for preoperative and postoperative treat- 
ment when required. —Lester Hibbard, M.D. 


EXTERNAL GENITALIA 


Nature of the Obstructing Membrane in Primary 
Cryptomenorrhea. R. KANAGASUNTHERAM and AsH- 
Ley G. S. DassaANAYAKE. 7. Obst. Gyn. Brit. Empire, 
1958, 65: 487. 


THE AUTHORS state that it is generally believed that 
primary cryptomenorrhea is the result of an imper- 
forate hymen and that this error is perpetuated by 
some of the current textbooks although Blair Bell 
(1911, 1912) showed clearly the difference between 
typical cases of imperforate hymen and of other ob- 
structing membranes. 

The authors present a very detailed and interesting 
review of the literature with an embryologic and histo- 
logic review of the growth and formation of the 
vagina. 

Four cases of primary cryptomenorrhea are pre- 
sented from the Gynecologic Unit of the University of 
Ceylon. In 3 cases the obstruction was due to a mem- 
brane of varying thickness which was removed and 
studied histologically; in the fourth case, in which the 
vagina was absent, a piece of tissue between the 
rectum and urethra was studied. 

In the first 3 cases the obstructing membrane was in 
the nature of a “true vaginal septum” and not an 
imperforate hymen. This conclusion has been reached 


despite the absence of the hymen in 2 cases and in 
spite of the presence of stratified squamous epithelium 
on both surfaces of the membrane in Case 3. It is be- 
lieved that an imperforate hymen is characterized 
not only by the presence of stratified squamous epi- 
thelium on both surfaces of the membrane but also by 
the absence of muscular tissue within the substance of 
the membrane. — Byford Heskett, M.D. 


MISCELLANEOUS 


Diverticulum of the Female Urethra (Diverticulo de la 
uretra femenina). A. PuiGvERT. Arch. espa. urol., 1958, 
13: 173. 


Four cases of urethral diverticulum were studied by 
the authors. The ages of the patients ranged from 31 
to 70 years. 

Pollakiuria, postmicturitional urethral burning, 
and two-staged micturition were the usual com- 
plaints. Often a mass was palpated in the anterior 
vaginal wall. In one case the mass was hard; it was 
proved to be a stone within the diverticulum. 

Excision of the diverticulum was done in each pa- 
tient, and recovery was noted in all cases. In one pa- 
tient, whose diverticulum was close to the neck of the 
bladder, postoperative scarring caused urinary in- 
continence on straining; this ultimately subsided 
spontaneously. 

In cases of chronic cystovaginitis, according to the 
author, a diverticulum should be suspected as the 
source of the inflammation. An intravenous pyelo- 
gram should always be done to rule out a cystic ectop- 
ic ureter inserting at the urethra. Urethrocystoscopy 
is not the most significant diagnostic procedure; it 
does not afford important information, such as 
shape, size, and relationship of the diverticulum. 
Retrograde urethrography or postmicturitional cys- 
toscopy is preferable. — Mansur Taufic, M.D. 


Primary Dysmenorrhea: Treatment with Relaxin. 
DanieEL ABRAMSON and Duncan E, Rew. Obst. Gyn., 
1958, 12: 123. 


Primary or functional dysmenorrhea, or painful 
periods unassociated with a pelvic pathologic condi- 
tion, remains one of the most common and least un- 
derstood gynecologic difficulties. There is as yet no 
single theory which adequately and thoroughly ex- 
plains all the varied manifestations of the syndrome of 
dysmenorrhea. It continues to be the greatest single 
cause of absenteeism in the classroom and in large in- 
dustrial organizations employing women. 

For these reasons the authors have initiated a study 
on several hundred female employees of the John 
Hancock Mutual Life Insurance Company. None of 
the women receiving a placebo experienced relief 
from the menstrual pain. The others were divided 
into groups receiving from 4 to 15 mgm. of relaxin 
(releasin) per hour. This amount was repeated for 
one to six doses. The data show that with each suc- 
ceeding medication there was a lesser number of fail- 
ures and an increase in those receiving partial or 
complete relief from pain. The rate of complete 
failure with the oral medication was 9.6 per cent. The 
group of women who received no benefit from the oral 
medication received almost complete relief within 15 
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minutes to 2.5 hours following the intramuscular in- 
jection of relaxin. 

Zarrow and coworkers reported that the intramus- 
cular administration to a castrated sow of 5,000 g.p.u. 
of relaxin three times daily for 4 days made possible 
the passage of a 1 inch rod through the cervical os, 
which previously would admit only a 34 inch rod. 
The authors assume that the cervix of human fe- 
males would react in a similar manner. The action of 
relaxin on the cervix is thought to be a depolymeriza- 
tion of the tissue with loss of its tensile strength. Thus 
the cervical os becomes dilated and allows for the 
ready escape of blood and endometrial debris during 
early menses. 

The authors believe that the above should be taken 
as preliminary findings, and hope to complete in the 
future a double-blind study to substantiate or dis- 
prove their initial impressions. 

— Stephen W. Carveth, M.D. 


Contribution to the Study of the Administration of 
Androgens in the Treatment of Cancer of the Hor- 
mone Receptors in the Female (Contribution a 
létude de l'emploi des androgénes dans le traitement 
des cancers des récepteurs hormonaux chez la femme). 
C. Stora. Gyn, Obst., Par., 1958, 57: 155. 


THIS REVIEW of the work done on the androgenic 
treatment of cancer of the hormonal receptors (uterus 
and mammary glands) of the female, was carried on 
in the surgical service of P. Brocq, and later on in the 
medical service of M. Bariety at l’Hotel-Dieu in Paris, 
France. The work was done in the period from 1950 
to 1957. 

In the early experimental work on animals (adult 
rabbits) it was found that injections of testosterone 
produced an augmentation of the sodium titer, a 
diminution of the potassium, a hypercalcemia, a 
diminution of the readings for magnesium, and an in- 
crease in the figures for the proteins and the chloride 
ion. 

This would appear to be the means by which the 
androgens produce the clinical improvements in the 
cancer patient’s condition, and an attempt was made 
to supplement the natural propensities of the hormone 
by complementary administration of the elements of 
the blood which showed subnormal figures (sodium 
citrate and calcium salts). In this work it proved 
possible to postulate 2 different categories of these 
cancer patients, namely, (1) those in whom there was 
present a general type of disturbance in the bio- 
chemical constant of the blood, the individual ele- 
ments, however, maintaining a mutually normal rela- 
tionship (compensated cancer) and in whom the 
response to androgenic hormone treatment showed a 
rapid return to a normal blood constant, and (2) 
those in whom the biochemical titers exhibited a 
mutual disaccord (decompensated cancer) and in 
whom the response to androgenic therapy was less 
prompt and, on the whole, less favorable. 

However, all in all, the cancer patients, under the 
treatment here discussed, would show clinical im- 
provement up to a certain point. Then there would 
frequently develop sudden reversals of the course of 
the disease with reappearance of the biochemical 
disequilibrium, rapid spread of the cancerous process, 
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development of metastases, and eventual demise of the 
sufferer. In these reversals there was noted a reap- 
pearance of estrogenic urinary excretion; this oc- 
curred even in castrated subjects and it was con- 
cluded that this estrogenic excretion was the result of 
a transformation by the body metabolism of the 
androgens which had been administered beyond the 
saturation point for the individual concerned into 
estrogens. 

Since these reverses developed with total andro- 
genic dosages of such varying quantities as to make it 
seem useless to attempt to establish a general satura- 
tion point, Jayle was consulted with reference to the 
possibility of developing a test for saturation which 
could be applied to each individual patient. The test 
suggested was indeed quite simple, consisting of a 
determination of the urinary folliculin and of the 
urinary 17-ketosteroids before and after the admin- 
istration of a massive dose of androgens (80 mgm. per 
day for 3 consecutive days). The positive response to 
the test is manifested as an augmentation of the ex- 
cretion of the urinary folliculin and a diminution of 
the 17-ketosteroids and demands a cessation of the 
androgen therapy. After a period of 2 or 3 months 
the test becomes negative, demanding a resumption 
of the hormone treatment to the point of renewed 
saturation. 

With this method of control numerous patients 
have been treated and have remained clinically in 
excellent physical condition, leading in some in- 
stance normally active lives; some for periods of more 
than 7 years, and have not evidenced either dis- 
semination or metastasization of the cancerous 
process. 

The author concludes that in the instances in which 
the malignant process is localized, the point of andro- 
genic saturation should be approached gradually 
(25 mgm. 2 or 3 times per week); however, when 
metastases have developed the androgen therapy must 
be pushed rapidly toward the point of saturation, and 
the treatment must not be stopped before saturation is 
reached. Finally, such treatment should probably be 
continued for the remainder of the patient’s life. 

—John W. Brennan, M.D. 


Therapy of Choriocarcinoma and Related Tropho- 
blastic Tumors with Folic Acid and Purine An- 
tagonists. Min Cutu L1, Roy Hertz, and DetBert M. 
BeRGENSTAL. NV. England 7. M., 1958, 259: 66. 


THE AUTHORS report their experience with the treat- 
ment of 6 women and 5 men suffering from chorio- 
carcinoma or related trophoblastic disease. Tumors of 
trophoblastic origin may arise either in the uterus or 
in the gonads, and are highly malignant, spreading 
rapidly both by direct extension and metastasis to the 
lungs, brain, and elsewhere. 

The diagnosis was based on unequivocal histologic 
evidence and the patients were hospitalized during the 
entire period of active treatment. 

Treatment was with methotrexate either orally or 
intramuscularly in doses of 15 to 25 mgm. daily for 
five consecutive days; 6-mercaptopurine was ad- 
ministered orally in doses of 600 to 680 mgm. for five 
days. No further therapy was given until all signs of 
induced toxicity, such as stomatitis, leucopenia, 
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thrombocytopenia, enteritis, and drug rash, had com- 
pletely subsided in most cases. Subsequent courses of 
five days’ duration were repeatedly administered with 
similar precautions. The necessary interval between 
courses varied from seven to twelve days. Supportive 
medical and nursing management was provided 
throughout the treatment period, such as frequent 
oral lavage, parenteral infusion of fluids, extra 
nourishments, and semiliquid diets when required. 

The renal, hepatic, and hematologic status was 
evaluated before treatment and frequently during 
treatment. Serial biopsies of available tumors were 
obtained where practicable and serial roentgeno- 
graphic studies of the chest were done. Measurements 
of palpable or visible tumor masses were recorded at 
least weekly. Clinical evaluation of the patient was 
done regularly, such things as body weight, weakness, 
cough, hemoptysis, dyspnea, and pain, being noted. 
The most sensitive criterion of therapeutic effect was 
found to be the level of urinary excretion of chorionic 
gonadotropin. This was done at least weekly by the 
method of Klinefelter, et al. Gonadotropin values 
were expressed in ‘‘mouse uterine units” excreted per 
24 hour period. 

All 11 patients observed presented advanced disease 
with rapid progression. All 6 women on repeated 
courses of methotrexate showed unequivocal evidence 
of tumor regression and a drop in gonadotropin excre- 
tion. Two patients are clinically well and show no 
radiologic or hormonal evidence of disease. Three are 
clinically well and show no radiologic evidence of dis- 
ease, but still have an increased gonadotropic level 
although it is low. One patient, after being clinically 
well, was treated a second time following a relapse. It 
appears that the gonadotropin titer constitutes a more 
sensitive criterion for detection of pathologic activity 
than any of the other indexes employed. One patient 
died as a result of toxicity from the treatment after 
showing marked regression of the tumor. 

None of the 5 male patients showed any clinical 
improvement and all 5 of them died, one after 9 
months. The authors discuss some of the reasons for 
this failure. 

The authors state that spontaneous regression of 
trophoblastic tumors arising in the uterus has been 
extensively documented and that any therapeutic 
regimen can be realistically evaluated only with due 
regard for the marked variability in the spontaneous 
clinical behavior of the whole family of tumors. At- 
tempts have been made to evaluate the behavior on 
the basis of histologic structure but extensive docu- 
mented clinical observation supports the conclusion 
that progressively malignant and lethal disease is 
observed in patients whose tumors would fit into either 
chorioadenoma destruens or true choriocarcinoma. 
Also, spontaneous regression with complete disap- 
pearance of all clinical evidences of disease has been 
repeatedly recorded in patients whose histologic diag- 
nosis was unquestionably choriocarcinoma. 


The authors recognize it is difficult to evaluate a 
therapy but believe that the ready reproducibility of 
the effects described here together with close correla- 
tion in time between the therapy and the marked 
responses observed in the gonadotropin titer, in the 
roentgenograms, and in the clinical response of the 6 
women with far advanced cases, all bespeak a major 
therapeutic effect. 

They discuss reasons for the possible failure in the 
male patients, suggesting that perhaps the fact that it 
is an autogenous tumor in the male and a fetal tumor 
in the female might make the difference. 

The marked toxicity of the drug is discussed and 
some of the methods used to minimize it are outlined. 

—Byford Heskett, M.D. 


The Stein-Leventhal Syndrome: A Curable Form of 
Sterility. Irvine F. Stein, Sr. NV. England J. M., 1958, 
259: 420. 


THIs SYNDROME consists of sterility, bilateral and sym- 
metrical enlargement of the ovaries, excretion of 
normal amounts of 17-ketosteroids (8 to 11 mgm.) 
and follicle-stimulating hormone (6 to 53 mouse 
units) in the urine, and a history of secondary amenor- 
rhea and sterility. In the author’s series of 96 patients 
hirsutism was present in 50 per cent without any 
virilism. The breasts were smaller than normal in 50 
per cent. Uterine hypoplasia was found in 75 per cent. 

Demonstration of bilateral polycystic development 
in the ovaries by one of the direct visual methods con- 
firms the diagnosis in a case including the afore- 
mentioned history. The author prefers pneumoroent- 
genography. Steroid excretion studies are used pri- 
marily in differentiating this from other possibil- 
ities, such as the adrenogenital syndrome in which the 
17-ketosteroid excretion per 24 hours is 20 mgm. 
or more. 

Consistent pathologic findings were as follows: 
symmetrical enlargement of the ovaries to a size of 4 
to 6 cm. with smooth grayish-white surface; replace- 
ment of the single-layered germinal epithelium by a 
thickened capsule; numerous clear cysts, 2 to 10 mm. 
in diameter, located mostly in ovarian cortex; ab- 
sence of corpora lutea and albicantia; edema and 
fibrosis of the stoma; and compression and straighten- 
ing of arterioles. 

A generous bilateral wedge resection allowed 88.7 
per cent of the females studied to become pregnant. 
Of the 96 in the author’s series, 71 were studied ade- 
quately and thoroughly. Menses were restored in 95 
per cent of these cases. There was no ectopic preg- 
nancy, no endometrial carcinoma, and no recurrence 
of polycystic ovaries in cases the author has traced. 

The author believes the aforementioned operation 
is definitive and indicated in a young female (15 to 30 
years of age) who complains of sterility and amenor- 
rhea and has bilaterally enlarged ovaries, with normal 
urinary excretion of follicle-stimulating hormone and 
17-ketosteroids. —Stephen W. Carveth, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Abruptio Placentae and Hypofibrinogenemia. Jack 
A. PrircHarp. Am. 7. Obst., 1958, 76: 347 


PLACENTAL SEPARATION was associated with hypo- 
fibrinogenemia in 11 patients whose clinical and 
laboratory data were reviewed. A clotting defect was 
noted as early as 2 to 6 hours after the onset of symp- 
toms. Thus, hourly determinations of plasma fibrino- 
gen are necessary for early diagnosis. Bleeding from 
the placental site was not excessive when myometrial 
tone was good despite a true hypofibrinogenemia. 
Thus nontraumatic delivery with the elimination of 
general anesthesia and episiotomy is suggested. 
Whole blood is of value in maintaining the circulat- 
ing volume and cell mass, but is inadequate specif- 
ically to correct the hypofibrinogenemia. In opera- 
tive cases, or in cases in which bleeding is uncon- 
trolled, specific plasma fibrinogen replacement is 
mandatory and at least 3.0 grams are usually required. 
Since 5 per cent of the patients receiving specific 
therapy are expected to have homologous serum 
jaundice, plasma fibrinogen should be used only 
when really necessary. © —M. Leon Tancer, M.D. 


Some Effects of Relaxin in Obstetrics. Wayne H’° 
Decker, WALTER TuwalitTeE, SERGE BorpDAT, ROBERT 
Kayser, and Others. Obst. Gyn., 1958, 12: 37. 


Tus srupy was undertaken in order to assess the effect 
of relaxin upon (a) the course of normal labor, (b) 
the course of premature labor, (c) the “unripe” cervix 
at term, and (d) toxemia of pregnancy. 

In the first group, 20 mgm. of saline solution of 
relaxin and 20 mgm. of repository relaxin were ad- 
ministered to alternate patients admitted to the labor 
room in labor; intervening patients received a pla- 
cebo. The investigators did not know whether the 
relaxin or the placebo was received by a given patient. 
There were 218 patients in the treated group and 214 
who received placebos. There were no observable 
differences in the two groups with respect to the dura- 
tion or character of labor, or the incidence of opera- 
tive delivery. 

Thirty-seven patients believed to be in premature 
labor were treated with relaxin in dosage ranging 
from 20 to 1,000 mgm. In 89 per cent of cases the 
labor terminated in premature delivery. In the re- 
mainder, the authors suggest that the effects might be 
a reflection of the vagaries of a motile uterus in the 
later stages of pregnancy. Twenty-one patients with 
unripe cervix were admitted to the hospital during the 
week prior to their estimated date of labor, and were 
given from 20 to 40 mgm. of aqueous and repository 
relaxin from two to four times daily. Vaginal examina- 
tions were done every other day to note effacement. 
Seventeen clinic outpatients, similarly selected, were 
similarly examined to serve as controls. There was no 
evident difference in the two groups with respect to 
effacement, nor did the labors show any significant 
difference. 
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Thirty-five patients with pre-eclampsia were ad- 
mitted to the hospital and placed on bedrest, salt-poor 
diet, and relaxin therapy in the aforementioned 
forms. There were 6 stillbirths, evidently unrelated to 
the relaxin therapy. Three additional babies died of 
prematurity. In 20 cases there was a significant reduc- 
tion in hypertension; in some of these it was sustained 
but in the majority the blood pressure returned to 
normal after cessation of relaxin therapy. Although 
the fetal outcome and renal manifestations of toxemia 
of pregnancy appear to be uninfluenced by relaxin 
therapy, its relationship to the hypertension is of in- 
terest. —D. N. Danforth, M.D. 


Pregnancy and Ulcerative Colitis (L’etat puerperal 
dans la recto-colite hemorragique). E. DELANNoy, J. 
Paris, and R. PALuiez. Presse méd., 1958, 66: 1321. 


THE AUTHORS discuss the problems of co-existing preg- 
nancy and ulcerative colitis. Their article is a general 
review of the thinking on the subject with 3 illustra- 
tive cases. They separate the problem into the effects 
of pregnancy and childbirth on pre-existing ulcerative 
colitis and the influence of ulcerative colitis on preg- 
nancy and childbirth. With regard to the former, they 
point out that many authors are of the opinion that 
pregnancy and parturition act as aggravators of ul- 
cerative colitis. In their study they noted that the most 
serious symptoms of ulcerative colitis with fatal out- 
come occurred after delivery. Perhaps the most signifi- 
cant finding from the literature is that whereas some 
patients respond favorably, others are unchanged, 
and still others are influenced unfavorably. There is 
more than a suspicion in the authors’ minds that there 
is a fortuitous part to this. They particularly remark 
that it is impossible to predict what effect pregnancy 
will have upon pre-existing ulcerative colitis. With 
regard to the effects of ulcerative colitis upon preg- 
nancy and childbirth, there appear to be two groups 
of surgical cases: those with ileostomy with incomplete 
excision of colon and rectum and those with total ex- 
cision. It is the authors’ feeling that given adequate 
surgical control of the disease, pregnancy is perfectly 
practical. Their approach is for more adequate sur- 
gery than is perhaps generally practiced. 

—Roger H. L. Wilson, M.D. 


LABOR AND ITS COMPLICATIONS 


Promazine, Meperidine, and Spinal Anesthesia for 
Labor and Delivery. S. P. Wecryn and R. A. 
Marps. 7. Am. M. Ass., 1958, 167: 1918. 


ONE HUNDRED consecutive patients in labor were 
treated with promazine and meperidine, followed by 
spinal anesthesia. Fifty-six patients were primiparas. 

Fifty milligrams of promazine were given intra- 
venously when the patient was thought to be in labor, 
but not when the cervix was dilated beyond 4 centi- 
meters or when delivery was expected within 3 hours. 
The promazine was followed by 25 milligrams of 
meperidine given intravenously when indicated. Fifty 
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milligrams of meperidine comprised the total dosage 
(with a few exceptions). Absolute bed rest and con- 
stant attendance were mandatory. Five milligrams of 
tetracaine were used for spinal anesthesia at delivery. 

Fifty-seven per cent were considered to have re- 
ceived excellent results as to analgesia and anesthesia. 
Twenty-nine per cent were evaluated as good, twelve 
per cent as average, and two per cent as poor. Thirty- 
one per cent showed some amnesia for all or part of 
labor. Some nausea and vomiting took place in 22 
per cent of the patients. Hypotension was not a great 
factor. 

Eighty-five per cent of the babies were fully alert 
and cried vigorously at birth. Twelve per cent were 
considered drowsy. 

Caution is advised on using this procedure in pa- 
tients with an asthmatic background. 

—John Wolff, M.D. 


Labor in the Obese Patient. Samuet B. WITTEN. Obst. 
Gyn., 1958, 12: 99. 


A 2 YEAR stuDY was made of 747 obstetric patients 
who weighed 200 pounds or more. It was found that 
the patients were generally multiparas and in the 
midchildbearing years. The deliveries were most fre- 
quently spontaneous (89 per cent) and uncomplicated, 
and frequently without anesthesia (41 per cent.) The 
babies tended to be large, weighing more than 4,500 
grams in 9.5 per cent of cases. Of the 40 cesarean sec- 
tions (5.2 per cent of study group), 34 (85 per cent) 
were done for cephalopelvic disproportion; this is 
contrasted with the over-all incidence of 3.8 per cent 
of cesarean sections, of which only 59 per cent are 
done because of disproportion. This difference is con- 
sidered to be due to the increased size of the babies in 
the study group, rather than to smaller pelves among 
these patients. The incidence of chronic hypertensive 
vascular disease was higher in the obese patients (14.9 
per cent) and the incidence of acute toxemia, either 
alone (13.1 per cent) or superimposed upon chronic 
hypertensive disease (4.7 per cent), was also higher 
than among normal patients. Only 4 of the obese pa- 
tients had diabetes mellitus. 
—D. N. Danforth, M.D. 


MISCELLANEOUS 


X-Ray Pelvimetry and the Outcome of Labor. Cuar- 
Les M. STEER. Am. 7. Obst., 1958, 76: 118. 


THE CHIEF UsE of x-ray pelvimetry is to assist in the 
proper management of a patient in labor. This study 
was made to determine exactly how useful this pro- 
cedure can be, when all possible information is ex- 
tracted from the films. 

Cases were chosen for study only when an adequate 
trial of labor had been given. It is concluded that a 
strictly accurate prognosis can never be given in the 
individual case from the x-rays alone, except in those 
extremely rare instances of gross pelvic disproportion. 
Even when very high degrees of disproportion are 
present some patients will still be delivered from 
below, because of great molding and powerful labor. 
When no disproportion is present some patients will 
still require operative delivery because of faulty 
position or attitude, or because of poor labor. X-ray 


can provide a statistical statement of the probability 
of serious arrest in the individual case, and this can 
then be used as one factor in determining the best 
method of delivery. If a “yes or no” prognosis is 
desired, x-rays are of no value, but if an accurate 
statistical prognosis is desired the method of x-ray 
study which the author describes will provide it. 

The method of conducting a trial of labor will vary 
with the statistical prognosis as given by x-ray exami- 
nation. A very long trial of labor will obviously not 
be carried out in the face of a high degree of dispro- 
portion. On the other hand, demonstration of the 
absence of disproportion will allow a long trial of 
labor and, if necessary, the use of drugs to stimulate 
the labor. Forceps delivery, when progress has 
stopped, can be carried out with a detailed descrip- 
tion of the disproportion available, and cesarean 
section can be used instead of forceps when the degree 
of disproportion is demonstrated to be great. 

No reliance can be placed on the head measurement 
in a breech presentation, and hence no numerical 
expression of cephaloplevic disproportion can be 
made. However x-rays should be used because the 
pelvis can be typed and measured accurately, and it 
is possible to determine how much space there is in 
the bony pelvis. When the amount of space is found 
to be ample for a child of average or larger size, 
delivery from below can be anticipated. When there 
is any evidence of disproportion, cesarean section is 
iustified. —Harry Fields, M.D. 


Two Cases of Asymptomatic Premature Separation of 
the Placenta, with Survival of Mother and Infant 
(Zwei Faelle von schleichend verlaufender vorzeitiger 
Plazentaloesung mit gluecklichem Ausgang fuer Mut- 
ter und Kind). J. Vorcr. Munch. med. Wschr., 1958, 
34: 1236. 


PREMATURE SEPARATION of the placenta occurs infre- 
quently. Acute cases in which the separation is ac- 
companied by minimal symptoms are especially dan- 
gerous. Two such cases are reported. 

Case 1. Six weeks before term, during a woman’s 
third pregnancy, moderate painless bleeding from the 
vagina occurred, and continued intermittently for 
several weeks. The bleeding disappeared after bowel 
movements, and did not prevent the woman from 
going about her housework. Mild sustained contrac- 
tion of the uterus was found following similar bleeding 
in the hospital. The systolic blood pressure was 106 
mm. Hg, and the hemoglobin was 68 per cent. During 
preparation for cesarean section, the patient ex- 
hibited signs of shock. A large amount of fresh and 
clotted blood escaped from the incised lower uterine 
segment. Resuscitation of the asphyxiated infant was 
accomplished. The uterus contracted well. On the 
third postoperative day, a dose of castor oil resulted in 
a bowel movement. From the fourth to the eleventh 
postoperative day, bowel discomfort was prominent, 
and the temperature rose to 39 degrees C. each eve- 
ning. There was no evidence of peritonitis. During the 
following 9 days, truly massive quantities of foul-smell- 
ing feces and gas were evacuated. After this cleansing, 
the patient felt well. 

Case 2. A multipara, delivered of her previous preg- 
nancy by cesarean section for breech presentation 
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after 18 hours of labor, had two episodes of moderate 
painless bleeding from the vagina during the eighth 
gestational month. She presented herself for examina- 
tion because of increased fetal activity after the 
bleeding. Rectal and vaginal examination did not 
disclose the cause of bleeding. There were mild sus- 
tained uterine contractions. The vagina was filled 
with blood. After its removal, 300 c.c. of clear am- 
niotic fluid escaped. Labor did not commence despite 
adequate medication, and cesarean section was ac- 
complished 20 hours after the amnion ruptured. A 
moderate amount of clotted blood had partially 
separated the placenta, which was implanted ante- 
riorly. A premature infant was delivered alive. The 
patient’s postoperative course was entirely similar to 
that in the previous case. After massive fecal evacua- 
tion, the patient was discharged feeling well on the 
twentieth postoperative day. 

The authors conclude that, in cases such as these, 
toxicity from retained feces must be considered among 
the causes of premature separation of the placenta, 
even in the absence of a history of constipation. 

—Elmer V. Dahl, M.D. 


Rupture of a Normal Spleen as the Result of Birth 

rauma (Geburtstraumatische Ruptur einer normalen 

Milz). A. Hottincer and A. GiLarpt. Schweiz. med. 
Wschr., 1958, 88: 587. 


AN INSTANCE is reported of splenic rupture during the 
spontaneous birth of a large child, 4,530 gm. in weight 
and 54.5 cm. in length. The mother was also very 
heavy and weighed 242 lbs. The presentation was 
occipitoanterior. The left arm was developed man- 
ually, resulting in fracture of the left clavicle. The 
child seemed otherwise uninjured, but on the next 
day it appeared pale and the erythrocyte count was 
2.95 million. These findings were ascribed to a hema- 
toma over the fractured left clavicle. The thrombocyte 
count was never abnormal throughout the entire 
period of 2.5 months’ observation. The afternoon of 
the day following delivery the child suddenly col- 
lapsed, but was resuscitated with the aid of 120 c.c. of 
fresh blood. Another mild state of collapse developed 
at 10 p.m. of the following day, and the erythrocytes 
dropped to 1.6 million. The hematoma had not in- 
creased in size but the abdominal circumference was 
steadily increasing and there was now observed a 
bluish discoloration of the umbilical region. 

With a diagnosis of intra-abdominal bleeding celi- 
otomy was performed and the peritoneal cavity found 
to contain large quantities of blood. The spleen 
exhibited two small lacerations on its anterior surface. 
It was removed. Six hundred c.c. of blood were given 
during the operation. 

The child withstood the operation perfectly, and 
during the 10 weeks of observation and study did not 
present any deviation from the physical and mental 
development of a normal child. 

During the period of observation bone marrow 
punctures always exhibited erythrocytic, leucocytic, 
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and thromboblastic production. The osmotic resist- 
ance, normoblastosis, serum bilirubin, and survival 
time of the erythrocytes marked with Cr® did not 
deviate noticeably from the normal. A few Heinz 
inclusion bodies and some few Howell-Jolly bodies 
were observed, but only temporarily. The child 
showed so little reaction from the loss of its spleen that 
the authors considered the possibility of accessory 
splenic tissue, or the substitution for splenic func- 
tion by other organs. john W. Brennan, M.D. 


ee of Stillbirths and Infant Deaths Due to 

Congenital Malformation. W. J. R. ANDERSON, 
D. Barrp, and A. M. Tuomson. Lancet, Lond., 1958, 
1:1304. 


AN ATTEMPT was made to determine the epidemio- 
logical factors associated with congenital malforma- 
tions in infants who were stillborn or died during 
infancy. It is well known that some congenital de- 
formities are purely genetic in character and others 
are environmental. 

Three groups of patients were studied. The first 
group consisted of 37,000 single births occurring in 
booked cases at the Aberdeen Maternity Hospital 
in the years from 1938 to 1955. The second group 
consisted of births in the city of Aberdeen during the 
years 1949 to 1955; it was restricted to the legitimate 
births and to those patients who were city residents. 
The final group of patients studied came from the 
annual reports of the Registrar General for Scotland 
during the years 1939 to 1955. 

In the first group the incidence of stillbirths and 
infant deaths attributable to congenital malformation 
was 6.3 per 1,000 births which is somewhat lower 
than the usual figure stated. When these cases were 
considered from the viewpoint of age and parity two 
things were apparent. Defects of the central nervous 
system including anencephalus were more common 
among the younger primiparas. The other malforma- 
tions appeared to be excessively high in the infants of 
mothers who were 35 years or older. Most of these 
were noted to be due to mongolism. Examination of 
the second group revealed that there was a tendency 
toward excess of anomalies of the central nervous 
system and anencephalus in the lower social classes 
and in women who were smaller in stature. In the 
third group the analysis of congenital malformations 
was related to the social class of the husband. 
Anencephalus, particularly, but also all malforma- 
tions of the central nervous system appeared to 
increase with the lower social class of the husband. 

The infant death rate was also apparently related 
to the social class. The incidence of other malforma- 
tions varied little between the various social classes. 
Although no definite conclusions can be drawn from 
such data, it is suggested that the primigravidas living 
in poor social circumstances in the industrial commu- 
nities in Scotland have a higher risk of deformities 
of the central nervous system than do other women. 

— James F. Donnelly, M.D. 
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GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Functional Study of Suprarenal Implants in the 
Spleen: an Experimental Research (Studio funzio- 
nale degli innesti surrenalici nella milza; ricerca speri- 
mentale). OxtvieRo Chir. pat. sper., Milano, 
1958, 6: 227. 


FiIrTY-FOUR ALBINO RATs were used in this experimen- 
tal study of the fate of the hormones of the suprarenal 
cortex when passing through the liver from implants 
in the region of the portal circulation. Group 1 (8 
animals) was used as a control; the suprarenal glands 
were exposed in the same way as in the other groups, 
but the glands were not removed. Group 2 (14 ani- 
mals) was also used as a control; the implants were 
made in the region of the extraportal circulation (im- 
plantation into the kidney). In group 3 (14 animals) 
bilateral surrenalectomy was carried out and auto- 
plastic implants were made in the hilar surface of the 
spleen. Group 4 (18 animals) simply underwent bi- 
lateral surrenalectomy. This group was kept alive by 
extra increments of sodium chloride (1 per cent solu- 
tion of sodium chloride for drinking). 

Eosinophil cell counts were carried out preoper- 
atively in all the rats. In groups 1 and 4 the eosino- 
phils were counted on the tenth day after operation; 
in groups 2 and 3, on the fortieth postoperative day. 

In all the groups the initial postoperative eosino- 
phil count was followed by the intravenous injection 
of 0.1 mgm. of adrenalin; another count was made 4 
hours later. 

In group 1 the adrenalin-induced average eosino- 
philopenia was found to be 73 per cent (maximum 
of 85, minimum 48). In group 2 the figure was 64 per 
cent (maximum 74, minimum 42). In group 3 it was 
70 per cent (maximum 80, minimum 46). In these 3 
groups the differences were not statistically significant. 

Group 4, on the other hand, under adrenalin stress 
exhibited an actual increase in the eosinophil count, 
the induced eosinophilia being approximately 30 per 
cent (maximum 45, minimum 21). 

After the counts had been completed each animal 
was sacrificed. Accessory suprarenal tissue was en- 
countered in 7 of these animals and they were there- 
fore excluded from the study. The kidneys and spleen 
were removed from the remaining animals and the 
histologic specimens stained with hematoxylin-eosin, 
Sudan white, and Azan-Mallory. The specimens 
showed nidation of the implanted tissues and some 
regeneration of the implanted tissues, particularly of 
the glomerular and fascicular zones. The regenera- 
tion of the reticular zone was less constant. The 
medullary component in every instance degenerated 
and was absorbed by a process of phagocytosis. 

This study tends to show that enough of the glyco- 
active hormones are produced by the intrasplenic 
suprarenal implants not only to survive passage 
through the liver and be sufficient for basic needs of 
the organism, but also to compensate for the “‘stress 
test” with adrenalin. —John W. Brennan, M.D. 
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A Clinical Evaluation of Nephrotomography. W. F. 
W. SoutHwoop and V. F.  picneet Brit. F. Urol., 
1958, 30: 127. 

Tue autuors have used the principle of tomography 

plus opacification of the renal parenchyma for the dif- 

ferential diagnosis of intrarenal masses. Aortography 
requires anesthesia and has resulted in serious com- 
plications and fatalities. The authors measure arm- 

to-tongue circulation time by a rapid injection of 5 

c.c. of 20 per cent decholin intravenously; thereafter, 

50 c.c. of 90 per cent hypaque are injected in less than 

2 seconds through a No. 12 gauge needle. One second 

after the measured arm-to-tongue time, a first plain 

film is exposed; it demonstrates the abdominal and 
renal vessels with sufficient concentration to be of 
diagnostic aid in about three-fourths of the instances. 

Three or four seconds later, a second plain film is 

taken, which reveals opacification of the renal paren- 

chyma, the nephrogram. Immediately following this 
exposure, three or four tomographic films are made 
at 9, 10, 11, and 12 cm. levels ordinarily. The routine 
of six exposures can be performed in twenty seconds. 

Following this, ordinary pyelographic films are 

made. 

As after direct aortography, the interpretation of 
the films is based upon the failure of cysts to opacify 
while renal neoplasms usually do. A cyst within the 
renal parenchyma shows characteristically as an al- 
most avascular area, generally circular in outline. A 
renal neoplasm usually appears as an_ irregular 
blotchy opacification at the end of the small abnor- 
mal vessels within the area (the so-called tumor 
stain). 

On the nephrotomograms proper, differentiation 
between cysts and neoplasms should be particularly 
sharp. The circular lucency of a cyst is usually very 
sharply defined, while the area of a neoplasm is usual- 
ly opacified, often irregularly, and not sharply de- 
fined at its periphery. 

As to their results, the authors were able to make a 
diagnosis in 252 cases out of 272; only 4 of these are 
known to be in error. A diagnosis of non-neoplastic 
renal cyst was made in 115 cases, and essentially 
conclusive proof was obtained in 80 of the 115 (by 
surgery, aspiration of the cyst, and injection of con- 
trast material into the cyst). In 44 patients a neoplasm 
was diagnosed, and 41 were found to have a neoplasm 
on surgical exploration. 

The authors believe that the greatest value of 
nephrotomography is the demonstration of whether 
an intrarenal mass is or is not a non-neoplastic cyst. 
When the technique does not reveal the presence of a 
cyst the possibility of a neoplasm is vastly increased, 
especially if the mass opacifies irregularly and does 
not have sharp outlines. They do not believe that this 
technique is highly reliable for the exclusion of small 
neoplasms in the renal parenchyma. Intrarenal 
masses can be diagnosed as simple cysts or neoplasms 
with 90 to 95 per cent accuracy. 

—David Rosenbloom, M.D. 
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Splenorenal Arterial Anastomosis in the Treatment 
of Stenosis of the Renal Artery, Report of a Case. 
Cuares W. Parton and Donatp C. NEsseEtH. NV. 
England J. M., 1958, 259: 384. 


RENAL ARTERIAL SURGERY in the treatment of uni- 
lateral renal hypertension is the basis for this and in- 
creasingly frequent reports. While the physiologic 
basis for the production of hypertension associated 
with stenosis of the renal artery is poorly understood, 
most accept the theory that the ischemic kidney pro- 
duces a protein-like substance (renin), which com- 
bines with an activator in the plasma to produce an 
active pressor substance (angiotonin). It is necessary, 
that the ischemic area of the kidney remain viable to 
initiate these steps in the theoretical mechanism. 
Aware of the encouraging reports of the surgical 
treatment of unilateral renal hypertension, the authors 
undertook splenorenal arterial anastomosis in the 
treatment of stenosis of the left renal artery in a 60 
year old male with a known 20 year history of hyper- 
tension. From a preoperative blood pressure of 
180/100 the immediate and sustained postoperative 
blood pressure of 125/75 persisted until the thirty- 
third postoperative day when the patient suddenly ex- 
pired at home from a cerebrovascular accident. At 
operation utilizing hypothermic techniques (body 
temperature maintained at 30 degrees C.) explora- 
tion had revealed a large atherosclerotic plaque over- 
lying and partially occluding the orifice of the left 
renal artery. An area of dilatation corresponding to 
that seen on percutaneous aortography was evident in 
the proximal portion of the left renal artery. The 
proximal portion of the splenic artery was anastomosed 
as an end-to-side splenorenal anastomosis during a 
35 minute renal arterial occlusion. The postoperative 
vourse was essentially benign. The results of this case 
are consistent with numerous other encouraging re- 
ports of successful treatment of hypertension by 
nephrectomy or correction of vascular abnormality 
such as that comparable to the Goldblatt kidney. 
—Peter L. Scardino, M.D. 


Clinical and Laboratory Studies of 207 Consecutive 
Patients in a Kidney-Stone Clinic. Rocer A. MEL- 
Ick and Puitip H. HENNEMAN. N. England 7. M., 1958, 
259: 307. 


THE AUTHORS present a summary of data obtained 
from a review of the records of all patients who at- 
tended the Kidney-Stone Clinic of the Massachusetts 
General Hospital between November, 1949 and De- 
cember, 1954, to determine the current frequency of 
the various types of stones and stone syndromes and to 
evaluate the medical care of such patients. A total of 
207 patients were included in the study. 

Mixed calcium phosphate and calcium oxalate 
stones were most common, occurring in 22 per cent of 
cases. Calcium oxalate stones were found in 20 per 
cent and calcium phosphate stones in 15 per cent of 
cases. Phosphate stones containing calcium, mag- 
nesium, and ammonium, with or without other sub- 
stances, occurred in 12 per cent of cases. Uric acid 
stones were present in 10 per cent of cases, and 2 per 
cent of the patients suffered from cystine calculi. Cal- 
culi composed of bizarre chemical mixtures were 
present in 7 per cent of cases, and analysis was not 
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performed in 25 per cent. (Since several patients had 
stones of more than one type, the total percentage ex- 
ceeds 100). 

Hypercalciuria was responsible for urinary calculi 
in 68 patients. Hypercalciuria was a manifestation of 
hyperparathyroidism (10 per cent), demineralization 
of the skeleton during the development of osteoporosis 
usually secondary to immobilization (6 per cent), ex- 
cessive ingestion of milk, alkali, or vitamin D (5 per 
cent), renal tubular acidosis (3 per cent), and idio- 
pathic hypercalciuria (9 per a 

Cystinuria, a congenital familial renal defect in 
which there is increased urinary excretion of the 
amino acids-cystine, lysine, ornithine, and arginine 
because of incomplete reabsorption by the renal tu- 
bules, was associated with calculi in the youngest 
group of patients. Cystine is relatively insoluble and 
tends to be precipitated in the urinary tract. 

Uric acid stones occurred in patients whose urine 
was persistently acid; it appears unlikely that uric acid 
stones are the result of excessive excretion of uric acid. 
The patients with uric acid stones could be subdivided 
into four groups according to associated conditions: 
gout, polycythemia, diarrhea, and idiopathic uric 
acid stones. 

Infections of the urinary tract may contribute to 
stone formation if the organisms split urea to am- 
monia, which alkalinizes the urine. At high pH 
values phosphate precipitates with magnesium, am- 
monium, and calcium. It appeared unlikely that an 
anatomic defect of the urinary tract, which permits 
stagnation and infection of the urine, is responsible 
for stone formation. A cause for stone formation could 
not be discovered in 53 per cent of patients. In the 
most recent follow-up study 109 patients were free from 
stones, and 15 were free from infection. 

—Laurence F. Greene, M.D. 


Anatomical Vagaries of Double Ureters. F. Doucias 
STEPHENS. Austral. N. Zealand 7. Surg., 1958, 28: 27. 


Tue “Weigert-Meyer law” stipulates that in instances 
of complete duplication of the ureters the ectopic 
orifice lies caudal and medial to the orthotopic ori- 
fice. Four exceptions to this “law” had been reported 
previously, and 7 more exceptions were noted by this 
author who conducted an investigation in order to 
record accurately the locations and courses of double 
ureters. For this purpose the author studied a total 
number of 51 double ureters. This included 13 post- 
mortem specimens, the subjects providing them 
ranging in age from prematurity to senility. In these 
specimens there were 16 double ureters. The ectopic 
ureters possessed independent orifices in 12 but 
joined the orthotopic ureter proximal to the bladder 
to form a conjoined ureter in four. In addition, 35 
ectopic orifices were plotted in 27 children by 
cystoscopic observations. 

The plotting of ectopic orifices indicated that in 
addition to the well recognized caudomedial posi- 
tions of the ectopic orifices, there is a definite group- 
ing cranial and craniomedial to the orthotopic orifice. 
Furthermore, the orthotopic orifice in all instances 
was normally placed in the lateral cornu of the 
trigone, and it was invariably the ectopic orifice 
which was disposed about it. 
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On the basis of his investigations, the author de- 
scribed an “ectopic pathway” which represents a line 
which connects the sites of the ectopic ureteral ori- 
fices. The ‘“‘ectopic pathway” arose tangentially from 
the upper margin of the circumference of the ortho- 
topic orifice, passed craniomedially, and then fol- 
lowed closely the medial hemicircumference of this 
orifice until it reached the most caudal point. The 
pathway then deviated from the arc of the circle to 
follow the inferolateral border of the trigone into the 
urethra. 

In the female, it coursed along the posterior wall 
of the urethra to the side of and adjacent to or over- 
lapping the midline, as far as the external orifice. 

The pathway in the vulva lay on the posterolateral 
aspect of the urethral orifice, continued posteriorly 
to the side of the midline through the vaginal orifice 
to the anterocranial aspect of the hymen. In the 
male, the ectopic pathway extended on the posterior 
wall of the urethra to the side of the midline, cranial 
to the verumontanum. 

In studying the course of the ureters in instances of 
complete duplication, the author observed a definite 
pattern of rotation of the lower end of the ectopic 
ureter around the orifice of the orthotopic ureter. 
When the ectopic orifice was cranial the ectopic ure- 
ter was anterior to the orthotopic ureter, and when 
the orifice was medial the ectopic ureter lay medial; 
a caudal orifice was associated with an ectopic ureter 
which lay posterior to the orthotopic ureter. 

The surgical implications which the author draws 
from this study are that double ureters of normal 
caliber are nonobstructive to one another and do not 
cause pain in the absence of infection. An ectopic 
ureter, on the other hand, distended and enlarged by 
obstruction of its orifice, can partially obstruct the 
orthotopic ureter at the point of crossing in its sub- 
mucosal course. —Laurence F. Greene, M.D. 


BLADDER, URETHRA, AND PENIS 


A New Therapeutic Concept of the Exstrophied 
Bladder. Cuirrorp C. Snyper. Plastic G Reconstr. 
Surg., 1958, 22: 1. 


OF THE MANY congenital anomalies which confront 
the plastic surgeon, exstrophy of the bladder presents 
one of the most curious and unique challenges. ‘The 
author has interpreted the deformity as a cleft rather 
than a deficiency and has substantiated these inter- 
pretations by his anatomical dissections. This anomaly 
occurs eight times more frequently in the male new- 
born than in the female and approximately once in 
every 40,000 births in the United States. 

Because of the presence of the integumental cover- 
ings of the abdomen at the periphery of the ex- 
strophied bladder as well as the presence of the recti 
muscles and their normal positions of origin and in- 
sertion, the author felt that a new surgical approach 
was in order. Such an approach should provide for a 
urinary receptacle with an intact sphincter function 
and intestinal continuity that should achieve the 
necessary result of normal life expectancy without in- 
tercurrent urinary complications. Following the usual 
intestinal tract preparation the author’s technique en- 
tailed dissection of the bladder from the abdominal 


wall, isolating the ureters, and preserving the blood 
vessels which supply the bladder. The rectum was 
elevated from the posterior pelvic wall and a site of 
transection selected two inches above the anal outlet. 
A window was made in the posterior wall of the blad- 
der between the ureters, and the distal rectal segment 
anastomosed to it with two layers of sutures. An in- 
cision was then made posterior to the anal outlet but 
within the external and internal sphincters. The 
proximal rectal segment was pulled through the leva- 
tor ani sling and within both anal sphincters. It was 
sutured to the recipient site leaving a redundancy of 
bowel present externally. The bladder was closed over 
an indwelling catheter which was brought out through 
the abdominal wall. The author has performed this 
exstrophic corrective procedure on 4 patients success- 
fully. He has deferred correction of the epispadias. 
—Peter L. Scardino, M.D. 


Ileal Reservoir (Ureteroileourethral Anastomosis). 
G. 'T. MELLINGER and G. L, Super. 7. Am. M. Ass., 
1958, 167: 2183. 


‘THE AUTHORS State that diversion of urine by means 
of an ileal conduit has supplanted ureterosig- 
moidostomy with its occasional sequelae of ascending 
renal infections, hydronephrosis, and hyperchloremic 
acidosis. It seems desirable, however, to develop a 
procedure which permits complete removal of the 
bladder without likelihood of retrograde kidney in- 
fection and which enables the patient to void in a 
normal manner. It is noted that Pyrah described a 
technique of anastomosing the ureters into the ends 
of an isolated ileal loop. ‘The urethra is then joined 
to the side of the midportion of the isolated segment. 
In this procedure the drainage from the left ureter 
passes down the ileum in an isoperistaltic direction on 
its way to the urethra. However, as urine must pass 
in an antiperistaltic direction on the right side, in- 
creased pressure within the right upper urinary tract 
may occur in later years. In order to overcome this 
possible defect, the authors devised the following 
operation. 

A total cystectomy is performed through a Cherny 
incision. The peritoneum presenting through the 
wound is opened in the midline, a segment of in- 
testine approximately 25 cm. long and 12 cm. distal 
to the ileocecal valve is isolated and its ends closed. 
After the intestine has been anastomosed the isolated 
segment is brought down through the peritoneal open- 
ing and the peritoneum closed about the mesentery. 
The left ureter is anastomosed to the side of the proxi- 
mal end of the segment, with use of a Nesbit mucosa- 
to-mucosa technique. In the same manner, the right 
ureter is anastomosed to the segment about 7 cm. 
distally. The intestine is bent into a “‘C”, and the 
prostatic capsule and urethra are sutured to an open- 
ing in the side of the segment approximately 5 cm. 
proximal to the distal end. An 18F Foley catheter is 
passed through the penis into the ascending limb of 
the segment, drains are placed, and the wound is 
closed. The urethral catheter is removed at the end 
of 3 weeks. 

The operation was performed in two instances for 
carcinoma of the bladder. One patient died of 
metastasis 5 months after operation, and the other 
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patient remains well 4 months after operation. Both 
patients were able to recognize vesical distension and 
to void without exerting manual pressure on the 
abdomen. Both were continent during the day but 
had some difficulty maintaining continence during 
sleep. Ureteral reflux was absent in one case and 
present in the other. The patients were able to retain 
urine over 2.5 and 1.5 hours, respectively, without 
voiding. They evacuated at least 120 ml. and had 
residual amounts of urine of less than 30 ml. Studies 
of blood electrolytes showed no variation since prior 
to surgery. Intravenous urograms were normal at the 
time of the death of one patient; in the second case, 
function was regained in one kidney while the other 
kidney remained normal. The cystograms showed 
good appearance of the ileal reservoir, and the cysto- 
metrogram in one patient demonstrated a pattern of 
intestinal motility. — Laurence F. Greene, M.D. 


Behavior of Rectosigmoid Bladder After Radical 
Cystectomy and Sigmoid Colostomy. N. S. R. 
Mauur. 7. Urol., Balt., 1958, 80: 116. 


THE AUTHOR presents a Clinical analysis of 6 patients 
who sustained radical cystectomy and_ sigmoid 
colostomy, and who were studied extensively there- 
after. In 3, Cherney’s incision and closure were used; 
in the other 3, the Bardenheuer transverse low ab- 
dominal incision was employed. In the males, the 
bladder, adjacent peritoneum and fat, perivascular 
lymph nodes and fascia, prostate and seminal vesicles, 
were removed as a mass; in the females, the uterus, 
parametria, anterior half of the vagina and urethra 
were removed en bloc with the bladder, adjacent 
peritoneum, fat, perivascular lymph nodes, and fascia. 
The moderately mobilized distal segment of sigmoid 
was closed with two rows of inverting mattress sutures 
of 000 cotton. The similarly closed proximal segment 
of sigmoid was brought out through an opening in the 
body wall made by excising a circular area of skin and 
subjacent fascia. The bowel was sutured to the skin 
with interrupted 000 cotton. On the third postopera- 
tive day the protruding portion of sigmoid was opened 
with the electrical cutting cautery knife. Ureterosig- 
moid anastomosis was done in some cases by end-to- 
side suture of mucosa-to-urothelium, using full thick- 
ness of uretér and of bowel, and in others by end-to- 
side mucosa to urothelium using submucosa plus 
mucosa of bowel and full thickness of ureter enveloped 
by a tunnel of bowel muscle. The results of careful 
postoperative studies are hereby summarized. 

The capacity of the rectosigmoid bladder ranged 
between 425 and 700 c.c. as indicated by drop-filling 
with isotonic saline solution. The maximal intralu- 
minal pressure developed intrinsically was 30 to 75 cm. 
of isotonic sodium chloride. 

Sensation of pain or ‘“‘colic”’ is not merely a function 
of the intraluminal pressure but may also be second- 
ary to rectosigmoid muscle contraction; this is sug- 
gested because the highest intraluminal pressures oc- 
curred during coughing or straining, and no colic ac- 
companied these; during proctometrography, the in- 
traluminal pressure at the end of a colic often was 
above that which had existed when there was colic at 
a lower volume; lastly, probanthine given intrave- 
nously inhibited or prevented colic even though the 
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intraluminal pressure, as the “bladder” was filled 
with water, rose to “colic levels.”’ 

Residual urine was found to be negligible. Normal 
voiding volumes ranged between 50 and 400 c.c. for 
any one individual, thereby falling far short of the 
rectosigmoid capacity; voiding occurred every 1.5 to 
4 hours; the nocturnal volumes tended to be higher 
than the diurnal. Failure of the “bladder” to utilize 
its maximum capacity was not due to fluid gravitating 
into the rectum and anal canal with a premature de- 
sire to empty the bowel. This was shown by intrave- 
nous proctograms, taken at the “first desire to void,” 
which showed moderate filling of both sigmoid and 
rectum; also, when the “‘bladder’’ was distended at 25 
cm. of water pressure with the catheter in the anal 
canal and again at the lower sigmoid, there was no 
difference in the volume at which the first “‘colic’’ was 
felt. Lastly, proctometrograms similarly obtained with 
the catheter tip in the anal canal or in the lower sig- 
moid of the same patient at the same study showed no 
essential difference. 

Intravenous pyelography showed normal kidneys 
in all patients. Proctograms obtained by 25 cm. 
gravity water pressure showed bilateral reflux in those 
patients who had had direct full-thickness end-to-side 
ureterosigmoidostomy, and no reflux in those who had 
implants by the combined end-to-side plus tunnel 
technique. At the first sensation to void, the 3 pa- 
tients with reflux showed grade 1 to 2 hydronephrosis 
confined to the time of reflux, but upon voiding, the 
renal pelves emptied. 

No patient had clinical evidence of pyelonephritis; 
Escherichia coli were not found on culture, and Pro- 
teus mirabilis was the commonest organism recov- 
ered. 

The blood urea nitrogen was slightly elevated in 4 
cases; the author believes that this is secondary to 
reabsorption of urea thru the rectosigmoid. There was 
slight hyperchloremic acidosis in 4 cases. The serum 
potassium remained at a low normal after many 
months, and was thought to represent a deficiency 
in total body potassium. Sodium and potassium ace- 
tate syrup was used to correct the acidosis and pos- 
sible bodily deficiency in potassium. Renal-colon 
clearances showed subnormal creatinine and urea 
clearance. The potassium/creatinine clearance ratio 
was quite low, indicating no potassium secretion or 
large potassium loss. 

The author concludes that the rectosigmoid is an 
advantageous pouch for the collection and intermit- 
tent evacuation of urine. Electrolyte disturbances are 
minor and are readily preventable. Larger tidal 
volumes may be permitted, in the future, by excision 
of the superior and inferior hypogastric plexuses. 

—David Rosenbloom, M.D. 


A Contribution to the Problem of Cancer Within a 
Diverticulumof the Bladder. (Ein Beitrag zum Harn- 
blasendivertikelkarzinom). G. RECKENZAUN. Zschr. 
Urol., 1958, 51: 298. 


THIs CONDITION is relatively rare. About 200 such 
cases have been reported. ‘Two additional cases form 
the basis of this report. 

The first was a 34 year old male who had gross, 
painless hematuria which proved to be due to cancer 
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within a diverticulum of the bladder. The diverticu- 
lum with its growth was excised. 

The second was a 72 year old male whose chief 
complaint was also hematuria. The cancer within the 
diverticulum was noted at cystoscopy. 

The diagnosis of cancer within a diverticulum can- 
not be made by a clinical history alone. Cystoscopy is 
helpful, but the correct diagnosis will often be missed. 
Cystography and pneumocystography are valuable 
aids in the diagnosis. —JS. Richard Muellner, M.D. 


Urethral Diverticula; An Assay of 121 Cases. Hucu 
. Davis and Ricuarp W. TeLinpe. 7. Urol., Balt., 
1958, 80: 34. 


WHENEVER URETHRAL DIVERTICULA are Called to the 
attention of the profession by an article in the litera- 
ture, more cases are diagnosed. In the authors’ hos- 
pital, during the 12 month period from July, 1955 to 
July, 1956, nearly as many cases were found as had 
been seen in the past preceding 60 years. The etiology 
of this condition may be congenital in rare instances. 
Analysis of this series does not support the suggestion 
that the trauma of childbirth plays an etiologic role. 
Because of the comparatively late development of the 
symptoms, as well as the lag between the develop- 
ment of symptoms and the appearance of clinical 
lesions, the authors think the lesion is due to infection 
and obstruction of the urethral glands which result 
in the formation of retention cysts that may rupture, 
with suppuration into the urethral lumen, and give 
rise to a suburethral diverticulum. 

The most common symptoms were frequency and 
difficulty on urination. The majority of the patients 
(all women) give a history of recurrent attacks of 
cystitis. Some had no symptoms at all. Chronicity of 
the symptomatology was by no means a uniform 
finding. Thirty-one per cent of the total series did not 
have an unremitting symptomatic lesion; 20 per cent, 
however, reported experiencing three or more attacks 
of cystitis in the year preceding the diagnosis of the 
diverticulum. Prolonged periods of spontaneous re- 
mission of the symptoms were not uncommon. The 
most important diagnostic instrument was a high in- 
dex of suspicion. The finding of a suburethral mass 
and the expression of pus from the external urethral 
meatus on stripping of the urethra during the course 
of pelvic examination remain the classic diagnostic 
factors. Sixty-three per cent of these patients had a 
probable mass from which pus could be massaged. 
Panendoscopic examination of the urethra with vis- 
ualization of the orifice from which purulent material 
can be expressed, is an important diagnostic pro- 
cedure. The increasing utilization of urethrography 
reveals it to be the most important method of study. 
At the present time a diverticulum was diagnosed by 
other methods in only one instance; it had not been 
demonstrated roentgenographically on the initial at- 
tempt by urethrography. The authors are of the 
opinion that every case should have the benefit of 
urethrography prior to surgery. The existence of com- 
pound or multilocular diverticula cannot be predicted 
by reliance on cystoscopy alone. Twenty-eight of the 
patients in this group were found to have either mul- 
tiple or compound diverticula. The urinary findings 
in these patients showed 34 per cent to have both 


pyuria and hematuria, 31 per cent with pyuria alone 
and 12 per cent with hematuria alone. Twenty-one 
per cent of the patients had a negative urinalysis. 
Pyuria was considered to be present if there were ten 
or more white blood cells reported in the centrifuged 
sediment for high power field. On culture the coliaero- 
genes group was the most common, with the Staphy- 
lococcus and the Streptococcus faecalis being next in 
importance. 

There is general agreement that surgical excision 
of the diverticulum, when feasible, is the procedure 
of choice. Eighty-four of the patients in this series 
have been operated upon; symptomatically, 7 in- 
stances were failures because of unaltered subjective 
symptoms postoperatively. Eleven patients were bene- 
fited by surgical excision, although they still have 
other significant urinary symptomatology. 

Follow-up examinations reveal 10 recurrent or 
persistent urethral diverticula after surgery, 5 of them 
being symptomatic. Six of these 10 were known to 
be multiple or compound in type, so that it is possible 
that only a partial excision of the lesion was accom- 
plished. The surgical challenge presented by these 
lesions, and the necessity for meticulous surgical 
technique are highly emphasized. 

—Robert O. Beadles, M.D. 


The Treatment of cane C. D. Creevy. Min- 
nesota M., 1958, 41: 563. 


Hypospapias is classified according to the location of 
the external urinary meatus, as juxtaglandular, pen- 
ile, penoscrotal, scrotal, and perineal. The juxta- 
glandular variety requires repair only if stricture of 
the external urethral meatus is present. In such in- 
stances, Browne’s dorsal meatotomy is the preferable 
method of treatment. One blade of a scissors is inserted 
into a duct which extends backward from the fossa 
navicularis and ends blindly just dorsal to the meatus, 
and the other into the meatus. A single cut will widen 
the meatus without displacing it backward. 

In more extensive types of anomaly, the objectives 
of operation are to straighten the penis and to advance 
the external meatus. This ordinarily has to be done in 
stages because the former requires so much mobiliza- 
tion of the skin in the area of the future urethra that 
its construction is impracticable until healing has re- 
sulted in a new blood supply. For psychologic reasons, 
it is best to complete the operations before the patient 
is 6 years old. 

Success in the first operation, straightening the 
penis, depends primarily upon complete removal of 
the fibrous rudiment of the corpus spongiosum which, 
being shorter than the corpora cavernosa, produces 
the ventral curvature of the penis. For this purpose, 
the author employs either the method of Duplay or of 
Nesbit. The latter method avoids a longitudinal scar 
upon the roof of the new urethra which might inter- 
fere with healing of the urethroplasty. It is preferable 
to wait for at least one year following the first stage 
before undertaking urethroplasty. 

The author describes his experiences with the 
Thiersch, Cecil, and Wehrbein methods of urethro- 
plasty. It will be found that one of these methods will 
be applicable to any situation. Certain principles are 
essential to success with any urethroplasty. First, the 
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penis must be straight. Second, skin flaps must be as 
thick as possible. Third, there must be absolutely no 
tension on suture lines and last, suture lines in the new 
urethra should not coincide with those in the outer 
skin. 

The operation of Thiersch is suitable only for ma- 
ture genitalia, may be used for any degree of hy- 
pospadias but is followed by fistula, particularly at the 
junction of the old and new urethras, in a high per- 
centage of cases. For that reason, it is best reserved for 
scrotal and perineal hypospadias in individuals with 
fully developed genitalia. Cecil’s operation is most 
nearly fistula-proof, but is not applicable to posterior 
scrotal or perineal defects. Wehrbein’s operation 
stands midway between the two preceding ones in 
terms of frequency of fistulas. This operation, with 
slight modification, is applicable to more extensive de- 
fects than is the method of Cecil. 

Troublesome complications which may follow any 
operation for hypospadias include recurrent curvature 
of the penis, fistulas, strictures especially of the exter- 
nal urinary meatus, and urethral beards with second- 
ary stone formation. The first three result from tech- 
nical faults either in the design or in the execution of 
the operation. The fourth complication results from 
the use of hair-bearing skin for the urethra and may 
be avoided by surgically epilating the skin in adults or 
employing hairless free graft of skin or vesical mucosa 
in infants and children. 

The penis was straightened in 64 patients (Duplay 
38, Nesbit 26) with one recurrence of curvature. Sixty 
patients have been subjected to urethroplasty. Forty- 
three operations were done by the method of Thiersch: 
22 patients had healing by first intention, and 3 were 
left with fistulas which closed spontaneously, so that 
the urethroplasty was completed in one session in 
about 60 per cent. Fourteen of the remaining fistulas 
have been closed, 10 in one trial and 4 in two; one re- 
curred after closure, and there has been no opportun- 
ity to close the other four. Cecil’s operation has been 
done nine times; no fistulas resulted. One Wehrbein 
operation left a fistula which, however, closed spon- 
taneously. 

Two strictures of the old external meatus have fol- 
lowed straightening of the penis, and one developed 
at the junction of the new and old urethras following 
urethroplasty. Five meatal strictures followed urethro- 
plasty, but 4 of these resulted from bringing the new 
urethra through the glans. Placing the new external 
urethral meatus at the corona rather than attempting 
to place it at the tip of the glans by tunnelling the 
glans will decrease the risk of stricture. 

—Laurence F. Greene, M.D. 


GENITAL ORGANS 


Experience with Transurethral Prostatic Resection 
and Perineal Prostatectomy in One Clinic. L. W. 
Lrg, E. M. Matasuock, and N. B. Davis. 7. Urol., 
Balt., 1958, 80: 147. 


THE AUTHORS report a series of 3,400 patients, of 
whom 1,050 had transurethral resection, 2,350 had 
perineal prostatectomy, and in addition, 45 supra- 
pubic prostatectomies were also performed. The 
authors perform transurethral resection for small be- 
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nign hyperplasia of the prostate, median bar, hyper- 
trophy of Mercier’s bar, advanced prostate car- 
cinoma, and vesical neck contracture. Perineal 
prostatectomy is performed for moderate to large 
benign hyperplasia, early intracapsular carcinoma of 
the prostate without demonstrable metastases, and 
for calculous disease of the prostate. Their indications 
for suprapubic prostatectomy for moderate to large 
benign prostatic hyperplasia are hip ankylosis, mas- 
sive intravesical hemorrhage, perineal scar, and im- 
passable urethral stricture. Their mortality for trans- 
urethral resection was 1.2 per cent; for perineal 
prostatectomy the mortality was 2.8 per cent. They 
state that in their hands, the mortality and morbidity 
of suprapubic prostatectomy “were relatively high.” 
Postoperatively, discomfort was minimal in both oper- 
ations. They encountered the usual problems of 
urinary infection, postoperative hemorrhage, both 
early and delayed, urethral stricture, persistence of 
pyuria in transurethral resection, and postoperative 
incontinence. They believe that perineal enucleation 
and transurethral resection for benign prostatic hy- 
perplasia in selective cases both yield “‘encouragingly 
satisfactory end results.” 
—David Rosenbloom, M.D. 


Effect of Nitrofurantoin (Furadantin) on Morbidity 
After Transurethral Prostatic Resection. Louis M. 
Orr, W. R. Daniet, JAMes L. and MILEs 
W. Toomey. 7. Am. M. Ass., 1958, 167: 1455. 


THE ROUTINE USE of antibiotics or antimicrobials in 
transurethral resections of the prostate has been the 
subject of several studies in recent years. The goal of 
this therapy is the reduction of the postoperative 
fever, localized infection, and the surgical mortality 
which follows this procedure. At the Mayo Clinic it 
has been found that antibiotics caused a significant 
reduction in fever and infection after removal of the 
urethral catheter although not while the catheter was 
in place. Actually, it is a well known fact that a cathe- 
ter acts as a foreign body and prevents the action of 
most antibiotics and antimicrobials. This study was 
done to determine the efficacy of nitrofurantoin or 
turadantin in transurethral prostatic resection. This 
drug is of particular advantage because it gives high 
genitourinary tract concentration. It causes little bac- 
terial resistance and is highly effective against most 
common pathogens of the genitourinary tract, espe- 
cially Escherichia coli and some of the Proteus organ- 
isms. No definite changes were noted in the groups of 
patients without medication or with medication in 
two different dosages. Three groups in all were 
studied. Pyuria and pyrexia were not affected by 
furadantin in the immediate postoperative period. 
The incidence of side reactions, such as nausea and 
vomiting, was very slight and there were no cases of 
sensitization or bacterial fastness noted. The patients 
who received furadantin, it is true, required less anti- 
biotic in the 2 month period after the operation, fol- 
lowing removal of the catheter. There was no signifi- 
cant difference in the pyuria among the three groups 
studied for 6 to 8 weeks in the postoperative period. 
In all, it would seem that furadantin is apparently 
the most satisfactory of the wide-spectrum antibi- 
otics although none are truly satisfactory in these 
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cases until after the catheter has been removed and 
the patient is voiding. 

The old surgical truism that infection cannot be 
irradicated in the presence of a foreign body still 
holds. After the catheter is removed, chronic and 
sloughing tissues act as foreign bodies, but when the 
prostatic bed is healed, almost any antibiotic can 
clear up infection. 

Furadantin is used because of the rather low sensi- 
tivity, the low incidence of side reactions, and the 
good results obtained with this medication for the 
organisms found in the genitourinary tract. 

— John Herman, M.D. 


Early Prostatectomy? (Prostatectomia precoce?). S. Gu. 
Vernet. Urologia, Treviso, 1958, 25: 1. 


‘THE AUTHOR discusses a questionnaire sent to urolo- 
gists all over the world. 

He is neither an abstentionist, nor an intervention- 
ist; he believes that prostatectomy should be resorted 
to neither too early nor too late. Surgical intervention 
is to be advised only when prostatic hypertrophy it- 
self or in association with other conditions produces 
the clinical picture of prostatism. The volume of the 
enlarged lobes and the site of the pathologic process 
are of secondary importance in deciding when to 
operate. The degree of urinary retention and its 
tendency to cause nocturnal and intense pollakiuria 
are important considerations. The author believes 
that the expectant attitude should be abandoned 
when there is chronic, progressing urinary retention 
with lowering of the general resistance and renal 
function. The author deprecates the attempt to re- 
move a hypertrophied prostate which is impeding 
micturition before a definite line of demarcation is 
present. He cites the recent report by Chwalla of a 
case of so-called “essential hypertrophy of the 
prostate,” in which no line of demarcation could be 
found. 

The question as to the type of surgery to be carried 
out is complex. Prostatic cancer usually involves the 
caudal region of the, gland, spreads laterally and 
toward the perineum, and is usually best attacked by 
the perineal route. 

Prostatic hypertrophy usually involves the proxi- 
mal portion of the gland and may be approached 
suprapubically or transurethrally. The fulguration 
method of Boeminghaus may be used in the essential 
hypertrophic stage of Chwalla, and may be combined 
with electroresection of the middle lobe if this struc- 
ture has become large enough and protrudes into the 
bladder so as to cause serious urinary disturbance. 
Hypertrophy of the lateral lobes rarely demands sur- 
gery; they do not often hinder micturition. 

The surgical technique employed frequently de- 
pends upon the associated complications. If the hy- 
pertrophic process is associated with vesical divertic- 
ula, a combination of adenectomy and diverticu- 
lectomy is advisable. If the adenomatous growth has 
gone on to malignant change a complete prostatec- 
tomy and vesiculectomy should be carried out. In 
the presence of lithiasis of the caudal lobe, or of in- 
flammatory and sclerotic processes, a total aden- 
ectomy, followed by removal of the stones may be 
advisable. A bleeding adenoma demands extirpation. 


Spyros Naumipis of Athens, Greece believes that 
an early prostatectomy may at times be required. The 
most important condition demanding early prosta- 
tectomy is pollakiuria, especially nocturnal urgency of 
micturition. The decisive factor is the amount of resid- 
ual urine in the bladder. Luic1 Pisani, of Milan, 
states that the indications for early prostatectomy de- 
pend upon the amount of vesical retention and the 
condition of the ureters. If the urinary residue per- 
sists, no matter how small the amount, and if there are 
dynamic and morphologic disturbances in the ure- 
ters, immediate prostatectomy is indicated. Prostatic 
hypertrophy without micturitional disturbances does 
not require surgery, but even a small prostatic nodule 
which produces early symptoms will not be effectively 
controlled by medical measures. 

S. Laskownick! of Krakow, Poland, adheres to the 
principle of early prostatectomy. Once the disease has 
become manifest, the sooner the prostatectomy is car- 
ried out, the better for the patient. No matter how 
slowly the process advances, the function of the de- 
trusor mechanism will eventually be lost with re- 
sulting dilatation of the upper urinary passage and 
renal insufficiency. If a man of 75 years of age under- 
goes a prostatectomy as satisfactorily as a younger in- 
dividual, it is because of his exceptional constitutional 
resistance. The indications for operative interference 
do not depend so much on the local findings as on the 
severity of the symptoms. 

In patients approaching 80 years of age an attempt 
at hormone therapy is justified, but if rapid improve- 
ment does not occur and the condition is making the 
life of the patient difficult a cystostomy should be 
done. Some of the cystostomized patients have further 
symptoms; they cannot stand the indwelling catheter. 
and after a few months demand that a radical oper- 
ation be done. 

In cases such as these a prostatectomy was carried 
out, an indwelling catheter was left in place, and the 
bladder was irrigated. In most of the patients the re- 
sults were good and the operative mortality was low. 
In all of the other patients an early prostatectomy. 
according to the method of Harris-Hryntschak, was 
performed. 

Vittorio ScrurarRi of Treviso, Italy, upon studying 
the responses to the questionnaire, concluded that 
most of the differences of opinion resulted from 
failure to evaluate properly the statistics published on 
this subject. 

This surgeon is favorably disposed toward early 
prostatectomy. Although he admits the patient may 
reach old age in spite of prostatic hypertrophy, he 
believes that the treatment of these cases should be 
guided by the statistics already accumulated. These 
show that it is better to operate before the onset of 
complications. Of 100 subjects who at 75 years of age 
are in the initial stage of hypertrophy, a high percent- 
age will require prostatectomy before reaching the 
age of 80. 

The author operates early, even for small nodules 
not producing symptoms. In such he uses the trans- 
urethral procedure. So far he has not had a single 
death. In addition to complete removal of the 
adenomatous prostate of medium volume he performs 
deep fulguration (Boeminghaus) of the surrounding 
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tissues and follows this treatment with estrogen 
therapy. Recent improvements in anesthesiology have 
been of great help. A properly performed trans- 
urethral resection can give a 75 year old subject with 
50 c.c. of residual urine complete freedom from re- 
tention for many years to come. 

J. H. J. Van Der Vuurst De Vrizs of Utrecht, 
Holland, for his 75 year old patients with 50 c.c. of 
residual urine and 3 or 4 nocturnal micturitions, 
first gives strychnine, 1 mgm. t.i.d. for 10 days, no 
medication for the next 10 days, and then 1 mgm. 
tid. for 3 days. In most instances, he obtains relief of 
the nocturia and disappearance of the residual urine. 
Whether this treatment will prove effective until the 
patient is 85 years old is unknown. In any event, he 
never performs a prophylactic prostatectomy. When 
an indication for therapy other than medical arises, a 
urethroscopic study is made. Sclerosis of the bladder 
neck, enlargement of the middle lobe, and hyper- 
trophy of the lateral lobes of the prostate are indica- 
tions for transurethral resection. If a marked hyper- 
trophy is present it is better to perform prostatectomy 
by the suprapubic route. 

Joun HExustr6ém of Stockholm, Sweden, is of the 
opinion that about 50 per cent of the patients with 
prostatic hypertrophy and symptoms which cause 
them to consult a physician will require operation. He 
believes that in many instances the hypertrophy and 
the symptoms reach a certain stage and stop. Such 
patients need not be operated on and will, in his 
opinion, reach the age of 85 without requiring prosta- 
tectomy. 

Hans Exman of Goteborg, Sweden, believes that 
prostatectomy which is carried out on purely preven- 
tive grounds is unjustified. Prostatectomy should be 
performed before the changes in the upper urinary 
passages and the kidney have become manifest; in 
this sense it is possible to speak of an “‘early”’ prostatec- 
tomy. 

Cystography and cystoscopy are of help in making a 
decision. 

If the bladder wall is smooth and produces a 

normal shadow an operation to prevent irreversible 
changes in the bladder and in the function of the up- 
per urinary tract is not urgent. If there is marked 
trabeculation of the bladder wall, prostatectomy 
should be considered. In the presence of a mild degree 
of trabeculation there is beginning dilatation of the 
upper urinary passages in about 10 per cent of cases. 
Any trabeculation of the bladder mucosa must be con- 
sidered a serious manifestation. 
_ In the younger patient with even moderate changes 
in the bladder wall, operation should be urged. This 
would be an example of “early” prostatectomy. A 
marked retention of more than 100 c.c. of urine is of 
importance in determining the necessity for surgery, 
but such retention is not to be depended upon ex- 
clusively. 

Ekman believes that prostatic hypertrophy, especi- 
ally in the younger patient, should be operated upon 
as soon as changes in the bladder wall become ap- 
parent for they are the result of obstruction to the out- 
flow of urine, mural thickening, trabeculation, and 
diverticulum formation. 

— John W. Brennan, M.D. 
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Management of the Undescended Testis. J. BRUNET, 
R. R. DE Mowsray, and P. M. F. Bisuop. Brit. M. 7., 
1958, 1: 1367. 

THE MANAGEMENT of undescended testis is still a con- 

troversial subject, mainly because few long term 

studies of the late results of treatment are available. 

To have secured the testis in its proper position in the 

scrotum is not an adequate criterion of success. 

The author’s present series consisted of 209 cases 
(72 with both testicles undescended and 137 with 
only one undescended testicle). The cases have been 
classified as follows: (1) canalicular, (2) extracanalicu- 
lar (all testicles that have emerged from the canal but 
have not reached the scrotum), (3) retractile (all testi- 
cles, although undescended when first examined, 
could be manipulated into the scrotum), (4) superficial 
inguinal (this group consisted of testicles, the cords of 
which were presumably of adequate length and which 
emerged from the canal, but which doubled back 
upon themselves to enter the superficial inguinal 
pouch), and (5) impalpable (a mixed group, that in- 
cluded abdominal testicles, testicles that completely 
failed to develop, and those situated in the canal but 
impalpable). 

Patients in whom the spermatic cords were thought 
to allow normal testicular descent were treated with 
chorionic gonadotropin. A total dose ranging from 
260 to 40,000 international units (an average of 
12,000 units) was given. The dose of each injection 
ranged from 100 to 1,500 units, and most commonly 
500 units were administered. The duration of treat- 
ment varied from one to 12 months, with an average of 
4 months. It was concluded that 500 units twice weekly 
for periods up to 6 months were suitable in most cases, 
and that it was seldom worthwhile to continue treat- 
ment for longer periods if satisfactory results had not 
been achieved. 

Patients were treated surgically if there was evi- 
dence of mechanical obstruction to the descent of the 
testicle, if the testicle had deviated to the superficial 
inguinal pouch or to another ectopic position, or if 
endocrine therapy had failed. 

The age at which treatment was begun varied be- 
tween 5 and 20 years. It was the authors’ policy to 
treat all boys with undescended testes before puberty, 
whenever possible. The ideal age for treatment was 
thought to be between 9 or 10 years. 

The patients were re-examined on one or more 
occasions beyond the age of expected puberty, and in 
52 patients information was obtained about the sub- 
sequent fertility. The information was obtained at 
least 10 years after the initial treatment was given in 
all of the patients. 

The anatomical results were evaluated according 
to the final position of the testicles, their size, and 
consistency. The analysis of the results were based 
exclusively on cases in which puberty had already 
been established, and not on the immediate post- 
operative condition. Androgenic development was 
assessed on the basis of sexual hair distribution, voice 
change, measurements of arm span, lower and upper 
body segments in relation to height, and the occur- 
rence of erections and emissions. Fertility was esti- 
mated on the basis of examination of seminal speci- 
mens in 37 cases; in 15 other patients information was 
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obtained concerning parenthood. The results of endo- 
crine therapy and surgery showed that 35 testicles 
descended spontaneously, 20 of them being retractile 
testicles. In these cases the patients were usually seen 
between the ages of 5 and 9 years; it was thought ad- 
visable to keep them under observation until 10. 
When seen again at that age, the testicles were found 
to have spontaneously descended into the scrotum. 
Descent occurred in 58 per cent of the group treated 
with chorionic gonadotropin. Finally, a group was 
referred to the same surgeon because it was thought 
that they would not respond to endocrine therapy 
because of mechanical obstruction or because the 
testicles were in an ectopic position. 

Descent was more easily brought about the nearer 
the testicle was to the scrotum at the start of treat- 
ment. In the series, 63.5 per cent of the canalicular, 
74 per cent of the extracanalicular, and 87 per cent of 
the retractile testicles came down with hormonal 
treatment. Practically all testicles in the first four 
groups could be brought into the scrotum at oper- 
ation, but a completely satisfactory result (normal 
position, size, and consistency) was obtained in only 
65 per cent of the surgically treated cases that could 
be followed up for this extended period. 

A follow-up of 209 patients with undescended testi- 
cles suggested the following conclusions to the 
authors: It is important to assess the initial position of 
the testis in regard to the choice of treatment. Hor- 
monal treatment with chorionic gonadotropin was 
successful in bringing down more than 60 per cent of 
a selected group of undescended testes. There was no 
evidence that chorionic gonadotropin in moderate 
doses could cause permanent damage to the semini- 
ferous tubules. 

Orchiopexy was the treatment of choice when 
there was a mechanical defect that prevented the 
normal descent of the testicle, or when endocrine 
therapy failed. 

Hormonal and surgical treatment should take place 
about the age of 9 or 10 years. 

Assessment of fertility in 24 patients with bilateral 
cryptorchidism revealed that 70 per cent of them 
have a normal degree of fertility 10 years after treat- 
ment. . —Conrad A. Kuehn, M.D. 


MISCELLANEOUS 


A Screening Method for the Evaluation of Urinary 
Tract Infections in Female Patients Without 
Catheterization. Buris R. BosHELL and Jay P. San- 
FORD. Ann. Int. M., 1958, 48: 1040. 


SINCE IT Is POSSIBLE to introduce bacteria into the 
bladder of the female patient at the time of catheteriza- 
tion in sufficient numbers to produce urinary tract 
infection and its sequelae, the authors have recom- 
mended a substitute technique for the collection of 
sterile urine specimens. A clean voided specimen 
is obtained after having the patient wash the perineum, 
labia, and inguinal regions while sitting in a Sitz 
chair, after which she is moved to a commode and 
instructed to separate the labia and void. The first 
part of the catch is discarded and the second is 
cultured within 60 minutes. Confusion between the 
contaminants and the pathogens causing the in- 


fection is obviated in such a quantitative culture 
report by the fact that more than 10,000 bacterial 
colonies per milliliter of urine are usually found with 
infection, while contaminants rarely exceed concen- 
trations of 1,000 colonies per milliliter of urine. 

A control set of studies were performed in which 
catheterized specimens were compared with clean 
voided catches obtained by the technique outlined 
by the authors. An insignificant difference in the 
quantitative colony count was found. If the laboratory 
is able to do quantitative bacterial counts, the authors 
have shown that clean-voided specimens are adequate 
for culture in both the male and the female patient. 
Although the series of 67 patients in whom this study 
was carried out is relatively small, it has been clearly 
shown that the major advantage of this procedure is 
that it avoids the hazard of catheterization and there- 
by allows one to make a positive diagnosis without the 
risk of introducing bacteria into the bladder. 

—Peter L. Scardino, M.D. 


Reactions Associated with Intravenous Urography; 
Historical and Statistical Review. Henry P. Pen- 
DERGRASS, RopERIcK L. ToNDREAU, EUGENE P. PeEn- 
DERGRASS, Davip J. Rircuie, and Others. Radiology, 
1958, 71:1. 


Tuis ts an especially valuable article to the practicing 
urologist who does intravenous urography in his 
office. Although it is one of our most valuable diag- 
nostic measures, it should always be remembered 
that intravenous urography is a hazardous procedure 
to a certain extent. 

In this article, the history of pyelography is re- 
viewed and a careful summary of 156 fatalities due to 
intravenous urography which occurred from 1930 to 
the present, and including 86 discovered in the survey 
conducted by the authors, is presented. The deaths in 
this survey are classified as immediate, delayed, and 
indeterminate. An immediate death is defined as one 
following a reaction that developed during the uro- 
graphic examination. Seventy-seven immediate deaths 
were found in the recent survey. Delayed deaths are 
those occurring in patients who exhibited their first 
reaction more than an hour after injection of the con- 
trast medium and died later, and the indeterminate 
deaths include those which could not be studied by 
the staff because of insufficient data. It is frequently 
difficult to establish that the contrast medium is the 
exact etiologic factor of death even when the death 
occurs immediately after injection. For instance, 2 
patients with coronary attacks had expired just before 
injection of the contrast medium and if the coronary 
attacks had occurred only a few minutes later, death 
would probably have been attributed to the contrast 
medium. In the authors’ survey a questionnaire was 
sent to the 4,106 members of the American College of 
Radiology, asking them to state the fatal reactions to 
urography which had occurred either in their offices 
or in hospital practice. It is of interest to note that the 
designated causes of death in 61 immediate urographic 
fatalities studied since 1952 were as follows: The con- 
trast medium was given as the cause in 26 cases, the 
contrast medium plus the patient’s disease in 15, the 
patient’s disease alone in 5, the patient’s disease (un- 
certain) in 3, and uncertain cause in 12. 
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Diodrast, “‘neo-iopax”, urokon, “‘neo-iopax’”’ and 
diodrast all had been used as they were the most popu- 
lar ones at that time. Miokon, renografin, and hy- 
paque all have been used and 8 deaths from hypaque 
have been listed since 1952. The data given were not 
sufficient to determine the relative toxicity of the 
various contrast media in common use today. It is also 
of interest to the urologist to note that reactions may 
occur after the injection of only 2 c.c. of the contrast 
medium. In fact, the majority of reactions came either 
during the injection or in the succeeding 5 minute in- 
terval. In 1 case reported in the literature, there was 
no reaction within 1 minute to a 1 c.c. test dose. The 
dose of the contrast medium should be reduced in 
infants and children. An overdose may have contrib- 
uted to at least 2 of the deaths studied in the current 
survey. It is of immense importance to remember that 
pre-testing for hypersensitivity has been of no practical 
value and negative sensitivity tests should not be per- 
mitted to give the attending physician a false sense of 
security. Negative sensitivity tests were recorded in 
most of the fatalities reported. It has been noted by 
many that severe reactions may be precipitated by the 
intravenous injection of only a small amount of 10 per 
cent contrast medium. In some instances a severe 
reaction in the eye followed a conjunctival sensi- 
tivity test. One physician reported that he had en- 
countered profound anaphylactoid reaction to only 
0.1 c.c. of hypaque administered intracutaneously; 
the patient went into severe shock and recovered only 
after being maintained for some time on levophed. 
Failure to do pre-testing is not to be regarded as 
neglecting the welfare of the patient. It should be em- 
phasized again and again, as it is in thisarticle, that a 
careful clinical history with particular emphasis upon 
allergy and studied clinical judgment still remain the 
sine qua non in this field of medical practice. 

A study of the treatments of reactions following 
intravenous urography showed that epinephrine 
(adrenalin chloride) was employed in 60 per cent of 
the cases. Cardiac massage was used at least ten 
times. Since reactions generally respond dramatically 
to epinephrine, it would certainly seem that the use of 
this drug should not necessarily be contraindicated in 
the presence of an acute allergic reaction. A survey of 
the treatments following the reactions to intravenous 
urography is not given in this paper, but is planned 
for a future publication. 

In summary, while the absolute number of uro- 
graphic fatalities per year increased over the 4 year 
period of 1953 to 1956 inclusive, it would appear that 
this increase is related to the greater employment of 
urography and not necessarily to any increased tox- 
icity in the urographic medium. Over the entire 15 
year period studied, the total incidence of reported 
deaths following urography comes to 8.6 per million 
urograms and it varied from a low of 3.9 per million 
to a high of 15.3 per million urograms. No significant 
difference has been demonstrated in the rate of occur- 
rence of urographic deaths in the period that was 
studied. 

This paper is one of sobering import which should 
be read and studied by the radiologist and the urolo- 
gist who does roentgenographic examination in his 
office. No intravenous urogram should be done with- 
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out knowledge of the danger inherent in such a pro- 
cedure and the false security given by the pre-testing 
must not let the doctor be careless in utilizing this 
test. — John R. Herman, M.D. 


Male Fertility; Diagnostic Methods, Testicular In- 
sufficiency, and Treatment (Zur Fertilitat des 
Mannes; Untersuchungsmethoden, Hodeninsuffizienz, 
Behandlungsmethoden). H. BormincHaus and H 
KLOosTERHALFEN. <schr. Urol., 1958, 51: 249. 


In asout 30 to 50 per cent of sterile marriages the 
cause can be traced to the male partner. A male to be 
fertile must be sexually potent and have normal 
semen. Libido, ejaculation, potency, and orgasm are 
important factors in male fertility. 

In the evaluation of male fertility, the history and 
the physical examination, with particular attention 
to the status of the genitalia and to semen analysis, 
yield significant data. Testicular biopsy, the estima- 
tion of the excretion of hormones in the urine, as well 
as the radiologic visualization of the vasa, are some- 
times necessary for the proper assay of male fertility. 
A fresh semen specimen can be obtained either 
through coitus interruptus or through masturbation. 
Before the examination of a seminal specimen, ab- 
stinence for 4 to 7 days is necessary. The following 
qualities of the seminal specimen need careful in- 
vestigation: 

1. Quantity: about 2 to 6 c.c. (average). 

2. Gross appearance: milky 

3. Odor: characteristic of normal semen 

4. Consistency: Normal semen usually liquefies and 
becomes less viscous in 15 to 30 minutes. 

5. The number of spermatozoa per cubic centi- 
meter: about 60 million. 

To estimate the number of spermatozoa, a few 
drops of alcohol are added to the seminal specimen 
to immobilize the spermatozoa. An amount up to the 
1 mark on the white count pipette is aspirated and 
mixed with normal saline solution to the 11 mark. 
The pipette is then thoroughly shaken. Five large 
squares in the counting chamber are counted (1 large 
square = 16 small squares). The number is then divided 
by 5 and multipled by 100,000 to yield the number of 
spermatozoa per cubic centimeter. A fresh smear of 
the semen is made for the study of the motility of the 
spermatozoa and to estimate the number of dead or 
deformed spermatozoa. Fertility is not inconsistent 
with a finding of 20 per cent abnormal spermatozoa. 
When the figure rises to 40 per cent or more, the 
specimen is considered abnormal. A testicular biopsy 
is indicated in patients in whom aspermia or oligo- 
spermia is found in the presence of testes of normal 
size and consistency. Testicular biopsy is best done 
under intravenous anesthesia. A small incision is made 
into the skin and through the tunica albuginea. Some 
of the testicular material is excised with a fine, curved 
scissors and placed in a fixative at once. 

The estimation of the excretion of gonadotropic 
hormones in the urine may shed additional light on 
testicular function. 

The treatment of male infertility is in a sense 
limited. The use of small doses of testosterone to 
induce a so-called, “rebound effect” has been advo- 
cated. This treatment however, is not universally 
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successful. A good high protein, high vitamin diet is 
advisable. 

In patients in whom a block in the vasa deferentiae 
has been demonstrated, an attempt at surgical restor- 
ation of the patency of the canal may be made. Good 
results have not been obtained in more than 20 to 25 
per cent of the cases. —S. Richard Muellner, M.D. 


Liothyronine in the Treatment of Male Infertility. 
Trupeau M. Horrax. 7. Urol., Balt., 1958, 80:49. 


LiorHYRONINE is a metabolism-stimulating hormone 
which may exert a unique stimulatory action on the 
reproductive functions. ‘This material was used on 23 
unselected patients who were suspected of being the 
infertile partner in a childless marriage. Thirteen of 
these patients had been previously treated with 
thyroglobulin. The initial semen analyses revealed 
5 patients to be aspermic; 3 patients had counts of 
between 1 and 5 million per cubic centimeter, 7 pa- 
tients between 6 and 15 million, 4 between 16 and 30 
million, and 4 patients between 31 and 65 million per 
cubic centimeter. Motility, excluding the 5 aspermic 
patients, was between 80 and 100 per cent in 3 pa- 
tients, between 55 and 75 per cent in another 3 pa- 
tients, and between 25 and 50 per cent in 9 patients. 
It was less than 25 per cent in still another 3 patients. 

The average semen values for the entire group of 23 
patients before liothyronine therapy were: volume of 
ejaculate 5.7 c.c., concentration of sperm 17.6 million 
per cubic centimeter, total sperm count 99.9 million, 
total number of motile sperm 58.7 million. Of the 13 
patients who had previous therapy with thyroglobu- 
lin, 5 showed significant increases in their count, 7 
showed no change, and one showed a decrease. In 
the 5 patients who responded, the sperm concentra- 
tions rose from 11.8 up to 24 million per cubic centi- 
meter and the total sperm count rose from an average 
of 83 million to 138 million. Motility increased sig- 
nificantly during thyroglobulin therapy in 2 patients, 
and remained essentially the same in 11 patients. 
Despite individual improvements in the sperm count, 
the data showed thyroglobulin had no statistically 
significant effect upon the group as a whole. 

In these patients liothyronine was started at doses 
of 5 to 12.5 mcgm. daily with maximum doses rang- 
ing from 10 to 25 mcgm. daily. The length of treat- 
ment varied from 4 to 15 months. Semen analyses 
were made after 6 weeks of therapy, and subsequently 
at irregular intervals. During therapy with liothyro- 
nine the sperm count increased significantly in 15 of 
the 23 patients studied. In 8 patients it increased 


5 to 20 million per cubic centimeter, in 5 patients 
between 21 and 40 million, and in 2 patients between 
41 and 57 million. The average sperm concentration 
in these 15 patients rose from 21.9 million to 43.3 
million per cubic centimeter, or more than doubled. 
Likewise, the total sperm count about doubled. Of 
the 5 patients who were aspermic, 3 did not respond 
to liothyronine therapy. One of the patients did re- 
spond over a period of 8 months; his sperm concen- 
tration gradually rose to 23 million per cubic centi- 
meter with a total count of 80 million and a motility 
of about 80 per cent. In the other patient the count 
rose from 2 to 3 poorly motile sperm per high power 
field to a total of 20 million, a concentration of 5 mil- 
lion per cubic centimeter and a motility of 70 per 
cent. 

There was no signficant correlation between pre- 
treatment sperm counts and the amount of increase 
in sperm count concentration. There was no clear re- 
lationship between improvements and the length of 
therapy or dosage level. There were increases in sperm 
motility of 10 per cent or more in 9 of the 23 patients 
studied. In 11 patients, there was essentially no 
change and in 3, there was a decrease. 

The exact mode of liothyronine’s action in increas- 
ing the sperm count and motility is not clear. It has 
been suggested that it is a cellular active form of the 
thyroid hormone, and that certain patients may have 
low metabolic rates despite normal thyroid gland func- 
tion as measured by proteinbound iodine and iodine"! 
uptake tests. The administration of thyroid prepara- 
tions to patients with this disorder fails to produce 
symptomatic or metabolic response, whereas liothy- 
ronine is often effective. It has been postulated that, 
in such patients, there is a defect preventing utiliza- 
tion of endogenous thyroid hormone. Such a defect, 
conceivably, might cause a reduced metabolism in 
the testes, specifically in the seminiferous tubules, and 
result in the subnormal production of spermatozoa. 
Such a condition could exist even though other organ 
systems of the body were not involved, hence the pa- 
tient would not necessarily appear myxedematous. 
Thus, in patients who show an increase in sperm count 
or motility, liothyronine may correct some metabolic 
defect of the spermatogenic tissues. The most logical 
explanation seems to be a direct stimulation on the 
testicular tissue. 

From these preliminary results, it is concluded that 
liothyronine may be an effective agent for the treat- 
ment of many cases of male infertility. 

— Robert O. Beadles, M.D. 
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CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Multiple Epiphysial Dysplasia. Hersert Barrie, 
CEpRIC and Joun Sutcurre. Brit. M. 7., 
1958, 2: 133. 


THE AUTHORS quoted Fairbanks’ definition of multiple 
epiphysial dysplasia as ‘‘a rare developmental error 
characterized by mottling or irregularity in density 
and outline of several of the developing epiphyses, 
dwarfism, and stubby digits.” In this report the 
authors added three affected families to the literature 
with descriptions of the clinical, roentgenographic, 
and genetic features of these families. The authors 
stated that recognition of this condition is of more 
than academic interest, since many patients will 
derive considerable benefit from appropriate physio- 
therapy and also will derive considerable harm from 
treatment based on an improper diagnosis. 

Symptoms invariably began in childhood; the 
youngest patient whose case is recorded was a 19 
month old infant, and the oldest was an 18 year old 
woman. The most prominent symptoms are joint pain 
and stiffness with variable degrees of disability, and 
since the lesions are multiple rather than generalized, 
the symptoms often predominate in specific joints. 
The degree of disability varies from slight discomfort 
to marked impairment of function, and this seems to 
vary with family involvement. Although the changes 
in the epiphyses are permanent, the symptoms are 
characteristically transient and fluctuating, usually 
subside spontaneously after a few days and may not 
reappear for several weeks. The gradual superimposi- 
tion of degenerative changes in later life accounts for 
the common complaint of pain after rest. Dwarfism is 
an almost constant finding as are stubby digits. En- 
largement of the epiphyses presents the appearance of 
knobby joints and occasionally one sees secondary 
bowleg or knock-knee. Limitation of movement in the 
affected joints leads to abnormalities of gait and 
posture, and limping or a waddling gait seems com- 
mon. Contrary to previous thought there seems to be 
no relation to subnormal intelligence in this disease 
and no abnormalities of blood chemistry have been 
noted, The most inevitable complication of advancing 
age in these patients is that of degenerative changes, 
particularly in the weight-bearing joints. 

From the roentgenographic standpoint, the in- 
volved epiphyses will show a slight irregularity of 
shape or ossification, and although these findings are 
usually symmetrical, there may be a marked differ- 
ence between the two sides. Gross delay in the appear- 
ance and development of an epiphysis may also occur, 
and occasionally one may see more than one center of 
ossification for any given epiphysis. Affected members 
of the same family will usually show marked similarity 
in roentgenographic changes, and the distribution of 
the major changes appears to be a definite family 
characteristic. In the roentgenographic interpretation 
or diagnosis of this condition, the carpus, ankles, 
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femoral and tibial condyles, hips, and spine seem to be 
most important. 

From a genetic standpoint, this problem can be 
ascribed to dominant inheritance, and because of the 
similarity of the type of affection within each family, 
it has been suggested by Maudsley that at least two 
genes are responsible, one for the relatively mild 
forms seen in some cases and another for the more 
severe form. 

As far as treatment is concerned, physiotherapy 
seems to be the most satisfying and productive, and is 
primarily directed toward improving muscular sup- 
port of the already damaged joints. 

The author presented data concerning 15 affected 
members of three families, the family pattern in all 
being that of dominant inheritance. 

—Einer W. Johnson, M.D. 


Dupuytren’s Contracture. Roserrt D. Larsen and 
Josep L. Poscu. 7. Bone Surg., 1958, 40-A: 773. 


THE ARTICLE is based upon a study of 99 patients who 
had Dupuytren’s contracture. The contracture is en- 
countered more frequently in the older age groups 
and in this series was more frequently encountered in 
males than in females by a ratio of 4:1. The right 
hand is involved more often than the left hand, but 
the condition is encountered more commonly in both 
hands than it is in either hand alone. The contracture 
may also occur in the plantar aponeurosis. This con- 
dition was encountered in 5 of the 99 patients in this 
group. The ring finger is most frequently involved, 
followed in order of decreasing frequency by the little, 
middle, and index finger, and lastly by the thumb. 
The contracture begins as a nodule in the palm, 
usually near the distal palmar crease in line with the 
ring finger; gradually contracting longitudinal bands 
appear and one or more of the fingers is drawn into 
flexion at the metacarpophalangeal and proximal 
interphalangeal joints. Various etiologic agents which 
have been considered by other authors include 
trauma, various neuropathies, sympathetic nervous 
disorders, neurosyphilis, gout, rheumatism, endocrine 
disorders, tuberculosis, chronic intoxications, coro- 
nary artery disease, and epilepsy. In spite of the 
voluminous literature on the etiology of Dupuytren’s 
contracture, the etiology remains unknown. 

The pathologic changes in Dupuytren’s contracture 
occur within the palmar aponeurosis. There is 
thickening of the contracted portions of the aponeuro- 
sis with formation of long contracted longitudinal 
bands and occasional nodular areas. The changes 
may also involve the vertical septa of the palmar 
fascia which pass to the pre-osseous fascia as well as 
the prolongations of the palmar fascia into the digits. 
There is considerable disagreement among the various 
authors who have written about the microscopic 
changes encountered in the palmar fascia affected by 
Dupuytren’s contracture. At the present time there 
are four major concepts prevailing in the literature. 
One regards this disease as a benign hyperplasia of 
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fibrous tissue which arises within the palmar aponeu- 
rosis; another states that this disease occurs as a result 
of perivascular inflammation in the interstitial con- 
nective tissues of the palm; a third concept considers 
the disease as a benign neoplasm, that is, a fibroma; 
and the fourth concept pictures this disease as a 
cellular hyperplasia in response to rupture of the 
collagenous fibers in the palmar aponeurosis. 

The authors’ study of the histopathology of Dupuy- 
tren’s contracture is based upon 61 specimens. The 
mature contracted bands of fibrous tissue in an ad- 
vanced case of Dupuytren’s contracture consist of a 
dense mass of collagenous tissue. The collagenous 
fibers are quite thick and are arranged in closely 
packed parallel bundles with small fusiform nuclei 
squeezed in between the bundles. More cellular stages 
of the diseased fascia are regarded as earlier stages of 
the disease. These areas contain nuclei which are large 
and oval in shape with indistinct cellular margins. 
Between the large oval nuclei there is a fine fibrillar 
network which is arranged in a haphazard manner. 
Many of these areas have a nodular arrangement. 
The nodules have indistinct margins which blend in- 
sensibly into the surrounding fibers of the aponeuro- 
sis. Many authors have regarded these nodules as the 
earliest stages of the disease. In some of the very 
cellular nodules, iron pigment deposits may be ob- 
served. These iron pigment deposits stain positively 
for iron with Prussian blue. The iron lies free both in 
the intercellular spaces and within phagocytes. Some 
authors have interpreted the presence of iron pigment 
within the highly cellular nodular areas as evidence of 
previous hemorrhage. An etiologic theory is then ad- 
vanced based on these findings suggesting that the 
nodules of hypercellular fibrous tissue are a response 
to rupture of the collagenous fibers of the aponeurosis 
and that the iron pigment is evidence of old hemor- 
rhage within the area. Skoog has reported that he did 
observe rupture of the aponeurosis around the nodular 
areas with the electron microscope. The authors have 
had no experience with the electron microscope in 
this disease. Nine instances of iron pigment deposition 
within the young nodules of hypercellular tissue were 
observed in the authors’ group of 61 specimens. It is 
considered possible that the iron pigment was not ob- 
served more frequently because not all of the speci- 
mens represent the youngest stages of the disease. ‘This 
is the second time that the occurrence of iron pigment 
within the nodular hypercellular areas has been re- 
ported in the literature. Because of the rather low in- 
cidence of iron pigment deposition encountered in 
this group, the authors could not reach a conclusion 
regarding the etiology of the disease based upon this 
finding alone. 

Associated with the areas of fibrous and proliferat- 
ing tissue there is an increase in vascularity. This in- 
crease is both in capillary vascularity and in the num- 
ber of large thick-walled vessels which are observed at 
the periphery of the proliferating lesion. Perivascular 
collections of inflammatory cells in the interstitial 
tissues were noted in 16 of the 61 specimens. The in- 
flamed vessels were within the interstitial tissues and 
not within the aponeurosis, except in one instance. 

Various stages of the disease can be recognized in 
the different specimens. It is thought that the disease 


begins as a nodular area of young proliferating fibro- 
blasts with a fine fibrillar network of collagenous tissue 
arranged in a haphazard manner. Gradually the 
nuclei assume a more fusiform shape and become ar- 
ranged in regular sheets of nuclei with more regularly 
arranged collagenous tissue fibers spaced between 
them. The appearance at this stage is not unlike that 
of a fibrosarcoma. Gradually the collagenous fibers 
thicken and enlarge, and the nuclei become more and 
more spindle-shaped until ultimately they are small 
dense elongated masses which are squeezed in between 
the thick bundles of collagenous tissue. 

The pathogenesis of this disease is as yet obscure. 
The authors are of the opinion that the perivascular 
inflammation is not etiologically important in this 
disease but rather that this finding is probably a result 
of the presence of the contracture rather than the 
cause of the contracture. Neoplasm is ruled out be- 
cause of the lack of encapsulation of the proliferating 
fibrous tissue nodules and the apparent simultaneous 
multicentric origin of a number of these nodules 
within the same aponeurosis at approximately the 
same time. The etiologic theory of Skoog which sug- 
gests that the disease arises as a result of rupture of the 
fibers of the mature aponeurosis is not discounted but 
cannot be completely supported because of the low 
incidence of iron pigment deposits encountered in this 
series. It is concluded that the pathologic changes in 
Dupuytren’s contracture are active proliferation of 
young fibroblasts associated with an increase in capil- 
lary vascularity. The proliferating tissue forms nonen- 
capsulated nodules within the palmar aponeurosis. 
These nodules gradually undergo all of the changes 
from young cellular immature fibrous tissue and the 
mature contracted dense collagenous tissue. ‘The 
vascularity decreases as the maturation of the tissue 
progresses. The significance of the iron pigment within 
the nodular areas is undetermined at the present time 
and requires further investigation. 

Various forms of nonoperative treatment for this 
disease have been tried which include the injection of 
various solutions within the palm, irradiation therapy, 
and the administration of oral alpha-tocopherol. The 
various solutions injected into the palm have never been 
shown to be of any benefit in the treatment of this dis- 
ease. Irradiation produces some temporary benefit 
but the reported results do not seem to be as good as 
those obtained with proper surgical treatment. Oral 
alpha-tocopherol will at times produce temporary 
softening and regression of the contracture but the 
progressive course of the disease is not altered. Surgi- 
cal treatment of this disease must be fitted to the indi- 
vidual patient. In the majority of patients, complete 
excision of the palmar fascia in the involved hand is 
indicated. This excision includes removal of the verti- 
cal fibrous septa which pass from the palmar fascia to 
the pre-osseous fascia as well as any involved projec- 
tions of the diseased palmar fascia into the digits. 
Fingers which are not involved in the contracture are 
not opened, while those fingers which have contracted 
fibrous tissue within them are included in the opera- 
tion. 

The incisions employed in the fingers are selected 
for each patient according to the configuration of the 
contracture within each individual finger. The palmar 
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incision most frequently chosen is the single long 
transverse incision roughly paralleling the distal 
palmar crease. At times an additional incision in the 
thenar flexion crease is also required. 

When complete excision of the palmar fascia is 
either not indicated or is contraindicated, less ex- 
tensive operations may be performed. Next in order of 
simplicity is partial excision of the palmar fascia. The 
excision is then limited to the diseased area of fascia, 
together with a small margin of normal surrounding 
palmar aponeurosis. This operation may often be per- 
formed through an ‘“‘S” shaped longitudinal incision, 
centered over the contracted band. A still more 
limited operation is the operation of fasciotomy. The 
authors do not perform this operation blindly, but 
perform it as an open operation. Fasciotomy was done 
definitively in only 2 of the 89 hands operated upon. 
It is usually reserved for very old or debilitated pa- 
tients in whom the simplest procedure possible is indi- 
cated. Fasciotomy as a procedure preliminary to total 
excision of the palmar fascia was performed three 
times. A preliminary fasciotomy often allows stretch- 
ing of skin and periarticular structures before the 
complete excision of the palmar fascia is carried out. 

The complications encountered in this series in- 
cluded delayed healing in 4 hands, hematoma in 2, 
flexion contracture of the finger in 4, and infection in 
one. The most frequently encountered complication 
was stiffness in the postoperative period. In the ma- 
jority of patients this stiffness will subside. Skin grafts 
to obtain wound closure were necessary in eight opera- 
tions performed upon patients who had irreparably 
damaged skin overlying the contracted fascial bands. 

Postoperative care includes the application of a 
splint which holds the hand in the position of func- 
tion, and a large compression dressing. Sutures are not 
removed until the twelfth or fourteenth day. The hand 
is immobilized on the splint until the wound is well 
healed. Formal physiotherapy is usually not indicated 
in the postoperative period. Ordinarily, the patient 
can carry out his hand baths and exercises at home. 

The results of the operations performed on 89 hands 
are evaluated according to the postoperative function 
of the hand, the duration of the postoperative dis- 
ability, and the ability of the patient to perform his 
usual work. The result in 52 hands was classified as 
excellent. In 22 hands the results were considered to 
be good. Most of these patients were not in the excel- 
lent group because of a slight residual stiffness of the 
hand. The remaining patients had fair or poor results. 
The fair and poor results were usually the result of 
operative complications. Most patients can be allowed 
to return to work within about 4 to 6 weeks. 


Thoracic Paravertebral Shadows in Infantile Scolio- 
sis (Der paravertebrale Weichteilschatten im Brust- 
wirbelsaeulenbereich bei fruehkindlichen Skoliosen). 
A. Dretericn. schr. Orthop., 1958, 90: 33. 


ONE HUNDRED AND Two patients less than 3 years of 
age who had idiopathic scoliosis were examined. In 42 
a paravertebral shadow was found on the roentgeno- 
gram. In 60 children it was absent. In 68 per cent of 
the cases the convexity of the scoliosis was to the left 
(in older age groups 22 per cent are to the left and 78 
per cent to the right). 


In 95 per cent of all cases showing a paravertebral 
shadow, the shadow was located at the left side of the 
vertebral column, which means that it was at the 
convex side of the curve. 

The theory of Reske which states that the process 
producing the shadow acts on the spine like the cord 
on a bow and produces the scoliosis, has not been 
confirmed by the author’s studies. 

The author supposes, however, that the process 
may produce spontaneous correction of infantile 
scoliosis, or may play a role in ‘the development of a 
curve to the right in older children. 

—J.C. Mulier, M.D. 


Infantile Coxa Vara (Problemi etiopatogenetici e¢ 
quadri evolutivi della coxa vara infantile). Giorcio 
Monticetut and Riccarpo Tucct. Ortop. traumat. app. 
motore, 1958, 26: 117. 


THE cases discussed were observed in the orthopedic 
and traumatologic department of the University of 
Rome. There was 1 case of known traumatic origin 
and 11 cases of infantile coxa vara. 

The first patient was 2 years old and the trauma 
was caused by a fall of 12 meters. A roentgenogram 
was taken 3 months after the accident and another, 6 
years later. These showed a surprising resemblance to 
those of the infantile coxa vara cases, but the osseous 
center of the femoral head did not exhibit the same 
atrophic changes and the process of consolidation was 
more marked. The roentgenograms of the 11 patients 
can be seen in the original text. One figure shows the 
end result in which consolidation had taken place in a 
relatively satisfactory position; the upper end of the 
head and the upper border of the neck had formed a 
sort of console upon which the superior ridge of the 
acetabulum rested. 

The less satisfactory termination of these cases 
results from the vertical fissure which is presumed to 
be a shearing fracture which fails to consolidate, and 
results in a pseudarthrosis with complete loss of the 
acetabular support. It is because of this unfavorable 
result that the authors insist on early surgical treat- 
ment, designed to forestall the formation of a pseu- 
darthrosis. 

This discussion concerns only the etiology and evolu- 
tion of infantile coxa vara. The authors are doubtful 
concerning the theory of a congenital origin and be- 
lieve that instances of this type must be extremely 
rare. The one very early case (case 1) in which the 
condition could be followed with successive roent- 
genograms over a period of years does not support 
such a conclusion. In this instance the infantile coxa 
vara developed on the right side, while the left femoral 
head and neck developed normally. The infant had 
been put up in a cast for the treatment of a bilateral 
talovalgus deformity and the thighs had been ab- 
ducted to an angle of 30 degrees because of a marked 
spastic contracture involving the right adductor 
muscles. 

The authors believe that the process begins in the 
cartilage between the head and neck of the femur and 
that the decrease in the physiological angle between 
the neck and shaft of the femur is secondary to a proc- 
ess of osteoporosis on either a mechanical or neuro- 
logic basis. —John W. Brennan, M.D. 
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Posttraumatic Hypertrophy of the Subpatellar Fat 
(Ipertrofia post-traumatica del corpo adiposo sotto- 
rotuleo). T. BusANELLI and L. Trasuccui. Chir. org. 
mov., 1958, 45: 308. 

THE AUTHORS review the European literature on 
Hoffa’s disease, also called traumatic lipoarthritic 
knee, in which posttraumatic hypertrophy of the sub- 
patellar fat was considered to be one of the clinical 
manifestations. They discuss the etiopathogenesis, 
histopathology, and clinical presentation and con- 
clude that Hoffa’s disease does not have enough 
nosologic autonomy and that the posttraumatic 
hypertrophy of the subpatellar fat is a syndrome often 
secondary to lesions involving the other articular 
components, being either traumatic or congenital in 
origin. 

They report finding 22 cases of this disease during 
500 surgical procedures on the knee performed at the 
Rizzoli Institute. The analysis shows that it was the 
result of direct trauma in 6 cases, meniscus disease 
(degenerative or congenital) in 7 cases, a ligamentous 
lesion in 1 case, and of an undetermined cause in 3 
cases. 

The treatment (surgical excision of the subpatellar 
fat) was considered to have given very good results in 
18 cases and only partial results in the remainder of 
the patients. —Ruben Brochner, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Coracoid Transplantation for Recurrin 
of the Shoulder. Artur J. HELFET. 
1958, 40-B: 198. 


Wuen the glenoid labrum is detached, it can be re- 
paired by the classical Bankart procedure, by sta- 
pling, grafting of a bone block or a vitallium pros- 
thesis, or by reefing of the capsule or the subscapular 
muscle limiting the lateral shoulder-rotation so that 
the humerus can not reach the glenoid rim. All of the 
procedures have their technical hazards. The object 
of the “‘Bristow-procedure” is the transplantation of 
the terminal half-inch of the coracoid process, with 
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the short biceps and coracobrachialis tendons, to the 
neck of the scapula just medial to the anteroinferior 
edge of the glenoid rim. The raw bony surfaces unite 
either by bone or by fibrous tissue and form a sound 
buttressing effect that is increased by arm abduction 
or lateral rotation. 

The shoulder is approached through an anterior 
deltoid incision. The cleft between the deltoid and 
pectoralis major muscles is widened and the coracoid 
process is exposed and divided proximal to the attach- 
ment of the pectoralis minor. An inch long vertical slit 
in the middle two-thirds of the musculofibrous junc- 
tion gives adequate exposure (Fig. 1). 

The surface of the bone on the scapular neck is 
scarified with a fine osteotome and the coracoid 
process is passed through the slit in the subscapularis 
and kept in firm contact with the raw bone area by 
incorporating the conjoined tendon in the sutures. For 
postoperative care only a collar and cuff sling are 
worn for 6 weeks and the patients are encouraged to 
do deltoid exercises. 

Of 30 patients only one had a recurrence which 
was caused by avulsion of the bone block. 

—E. H. Bettmann, M.D. 


Interscapulothoracic Amputations (Amputatio inter- 
scapulothoracica). M. Gen&ié. Zbl. Chir., 1958, 83: 
969. 


INTERSCAPULOTHORACIC amputation is a radical pro- 
cedure which was first reported to have occurred 
accidentally in a farm worker about 200 years ago. 
Since that time, the operation has been carried out in 
recurring types of malignant tumors of the axilla and 
the shoulder region. The skin incision is made from 
the anterior aspect of the chest wall to the region of 
the scapula. The clavicle is separated by a Gigli saw 
at the sternoclavicular joint; the subclavian artery and 
vein are tied and severed as well as the smaller blood 
vessels. The brachial plexus is injected with 1 per cent 
novocaine prior to its being severed. (Particular care 
is taken not to enter the thinly covered intercostal 
space and not to injure the pleura in order to prevent 
pneumothorax). Complications that ray be encount- 
ered are severe hemorrhage, postoperative shock, and 
air embolus. Age in itself does not constitute a contra- 
indication to the operation. The author performed the 
operation on 3 patients with very satisfactory results. 
—George I. Reiss, M.D. 


The Treatment of Certain Cervical-Spine Disorders 
by Anterior Removal of the Intervertebral Disc 
and Interbody Fusion. Georce W. and Ros- 
ERT A. Rostnson. 7. Bone Surg., 1958, 40-A: 607. 


A SURGICAL PROCEDURE for removal of cervical inter- 
vertebral discs and for fusion of the cervical spine by 
the anterior approach is described, some indications 
for the procedure are outlined, and the results in the 
first 14 patients in whom this surgical procedure was 
employed are reported. 

In the authors’ experience intervertebral disc de- 
generation with accompanying osteophyte formation 
is the most common pathologic change associated with 
neck, shoulder, arm, and hand pain. The position and 
size of the osteophytes are important in the cervical 
spine. Those arising from the posterolateral vertebral- 


Li 
ine 
pr 


body 
cal 1 
Tho: 
verte 
the ¢ 
trud 


g 
J 
Yy Fe 
YY] | phyt 
q \\\\' 
head 
patie 
YY pain. 
toth 
lami 


2 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 389 
to the 
sound ---Extcavotida Cervient’ 
iction = vert. 
-“Sup. thyroid Petracbea! 
terior — fascia 
d and Vagus hn. f 
ttach- incision in 
cal slit pretrachea Common carotid a.--- mpus colli in 
June fascia Omobyoid m 
eck Thyvoid pland-- 
racoid 
dularis 
es. For Inf.thyroid az------------ 
ged to 
which * a-~----- Recuvsent laryngeal n 
1.D. A B 
inter- 
58, 83: 
al pro- Fic. 1 (Smith, Robinson). Drawing showing the operative approach to the cervical spine. The flexi- 
curred bility of the anterolateral approach to the cervical spine depends on several factors. First, if several 
rs ago. vertebral bodies are to be exposed between the second cervical and first thoracic levels, a slightly 
| out in oblique vertical incision following the anterior border of the sternocleidomastoid muscle may be 
lla and used. If only one or two vertebral bodies are to be exposed, a short transverse incision at the ap- 
le from propriate level may be used. Second, the omohyoid and sternocleidomastoid muscles may be re- 
gion of tracted freely, thus exposing the pretracheal fascia that covers the entrance to the interval between 
gli saw the structures in the carotid sheath and those in the midline compartment of the neck. Third, by in- 
ery and cising the pretracheal fascia parallel to the carotid artery, one passes through the areolar tissue 
r blood directly to the thin prevertebral fascia. Fourth, one can pass freely between the midline structures 
yer cent of the neck and the carotid sheath since there is a long interval between the origin of the superior 
lar care thyroid artery and the origin of the inferior thyroid artery where no important nerves or arteries pass. 
ercostal Finally, the prevertebral fascia on the floor of the interval between the midline and lateral structures 
prevent of the neck forms a thin transparent cover over the anterior longitudinal ligament, the anterolateral 
ncount- portion of the vertebral bodies, the longus colli muscles, and the sympathetic nervous system. The 
ck, and fascia can be incised vertically over the vertebral bodies and retracted to either side so that the 
contra- operative site is directly exposed for intervertebral disc removal and interbody fusion. 
med the 
results. F body joints (joints of Luschka) may impinge on cervi- _ on the spinal cord, or due to acute cervical disc pro- 
M.D. cal nerve roots, on the vertebral artery, or on both. trusion. The authors believe that laminectomy is not 
_ Those protruding posteriorly from the margin of a so satisfying when posterior osteophytes compress 
at Die vertebral body may impinge on the spinal cord and nerve roots in an intervertebral foramen. When pain 
“ Ros} ‘he anterior spinal artery. However, even when it is _ is bilateral adequate decompression of both inter- 
07. obvious on the roentgenogram that osteophytes pro- _ vertebral foramina at the same level may lead to in- 
‘ trude into the intervertebral foramina, symptoms may _ stability. Fusion of the spine for instability after an ex- 
al inter- not be present. Therefore, although the position and _ tensive laminectomy is often difficult by the posterior 
spine by} the size of these osteoarthritic spurs are important, approach since the usual anchor joints for the bone 
lication’ F  cven more important, in the opinion of the authors, is grafts have been removed at the time of laminectomy. 
tsin the the mobility of the neck at the level where the osteo- The level at which the operation is to be carried out 
lure was) phytes occur. should be precisely located preoperatively. Physical 
: Nonoperative therapy is often effective in relieving | examination, with the neck in various positions, may 
disc de- head, neck, shoulder, and arm pain in the majority of _ pin-point the level of root irritation. Simple roent- 
rmation F patients. If conservative treatment fails to relieve the | genography, with oblique views, may enable one to 
ted with pain, or if the pain becomes excessively burdensome __ localize definitely one isolated level. If the roentgeno- 
tion rer to the patient, then surgery is indicated. The resultsof graphic and physical findings of such an isolated level 
ot laminectomy are usually satisfying when used for re- _ correspond, one can be fairly certain that the level for 


lief of pressure due to posterior osteophytes impinging 


surgery has been isolated. However, discograms may 


390 International Abstracts of Surgery - April 1959 


be necessary to localize the involved levels precisely. 
Discography was performed preoperatively in all 14 of 
the reported cases. 

The surgical procedure is performed under general 
endotracheal anesthesia with the neck in slight ex- 
tension and the head turned 10 degrees to the right. 
Traction of 20 pounds may be applied to the head by 
means of a halter. A transverse incision at the correct 
level, or a vertical incision along the medial border 
of the sternocleidomastoid muscle may be used. Fol- 
lowing exposure of the anterior longitudinal liga- 
ment a discogram may be made to confirm the posi- 
tion of the involved intervertebral level. A flap of the 
anterior longitudinal ligament is then turned back 
over the indicated disc space. Through this aperture 
the intervertebral disc material, including nucleus 
pulposus and the cartilage plates, is removed with 
pituitary rongeurs and curettes. The space is then 
measured and a block of iliac bone is obtained and 
the caricellous end is inserted into the disc space. 
After hemostasis is complete, the flap of anterior 
longitudinal ligament is sutured back into place and 
the wound is closed. 

Postoperatively it has not been customary to im- 
mobilize the neck externally when one space has been 
fused. When multiple levels have been fused the neck 
is immobilized for 3 to 6 months. 

In this series 14 patients were operated upon using 
this method. Nine patients are classified by the au- 
thors as having an excellent result, 2 a good result, 
2 a fair result, and one had a poor result. 

—Bernard C. Gerber, M.D. 


Arthrotomy for Recurrence After Partial Resection 
of Menisci of the Knee (Rearthrotomien nach 
partieller Meniskusresektion). R. StRELI. Z6/. Chir., 
1958, 83: 952. 


In 222 partial resections of menisci of the knee, there 
were 4 recurrences necessitating a new arthrotomy. 
The author makes the following points: 

In only one of these 4 cases was there a true tear in 
the portion of the meniscus left at the first operation. 
Recurrences are more frequent in the lateral than in 
the medial meniscus (incidence 3:1). The remaining 
portion of the meniscus’should be examined carefully 
and small torn fragments removed. Torn ligaments 
increase the chances for secondary tears because the 
stability of the knee decreases. The regenerated 
meniscus is rougher and could cause arthritic changes 
of the knee joint. A partial meniscus seems to be 
stronger than a regenerated one, but a regenerated 
meniscus is better than none.—7.C. Mulier, M.D. 


Angular Deformities of the Lower Extremities Treat- 
ed with Epiphysial Stapling (Epifisiodesi con staffe 
metalliche nel trattamento delle deformita angolari 
degli arti inferiori). G. CANEPA and M. Vacirca. Chir. 
org. mov., 1958, 45: 321. 


THE AUTHORS present an analysis of the results ob- 
tained with the epiphysial stapling technique of 
Blount and Clarke in the treatment of poliomyelitic 
knock knee. They block the medial segment of the 
epiphysial cartilage of the femur, inserting staples 
which are bigger and stronger than those of Blount. 
These staples are placed through a short incision 


parallel to the femoral axis. Two are placed at 1 cm. 
from each other, outside the periosteum, parallel to 
the anatomical axis of the femur and to the epiphysial 
lamina in order to avoid secondary deformations. 
During the surgical procedure, x-ray films are taken 
to control the exact placement of the staples. 

The procedure has been performed in 15 children 
from 4 to 12 years of age, with good results in all. ‘The 
staples were removed after the correction of the 
femorotibial angle was obtained; this was controlled 
by periodic x-ray films. The femorotibial angle in- 
creases in a progressively slowing process. 

The authors drew the following conclusions: 

1. The method is secure and easy to perform. It has 
to be done when the bone has sufficient growth 
potential. 

2. To achieve good results the staples should be of 
proper width and sufficient in number to prevent rup- 
tures and deformations. 

3. Blocking of the medial segment of the epiphysial 
cartilage of the femur may be sufficient to correct the 
poliomyelitic knock knee. 

4. The staples can be inserted either outside or 
underneath the periosteum. As they must be removed 
after a certain period of time, the former type of in- 
sertion is preferable even if it is less firm than the latter. 

5. In order to achieve correct staple fixation, x-ray 
studies should be made before and during surgery. 

6. After surgery, any further decision should be 
made on an individual basis. 

7. Generally, 6 to 9 months are enough for correc- 
tion of the femorotibial angle. The authors prefer a 
slight degree of hypercorrection to compensate for the 
normal tendency to recur. After removal of the 
staples growth begins again and continues uniformly 
along the whole epiphysial line. 

8. There is no modification of the longitudinal 
growth, but if there is some, it is so small that it is 
compensated by the spinomalleolar distance due to 
the correction of the femorotibial angle. 

9. The correction of the angle is more rapid when the 
epiphysial cartilage is more active, but the danger of 
recession is also greater. The best results occur in late 
childhood even if the process is slower. 

—Ruben Brochner, M.D. 


Use of Hookplate for Fixation of Ununited Medial 
Tibial Malleolus. A. J. Am. M. 
Ass., 1958, 167: 828. 


‘THE AUTHOR reported 10 cases of nonunion of the 
medial malleolus and discussed the technical problems 
in treating this nonunion. The main point of dif- 
ficulty in this treatment seems to be adequate fixation 
of nonunion by means of a bone graft or other aids 
while healing occurs. The author suggested excision of 
the pseudarthrosis with freshening of the line of 
fracture and maintenance of the deltoid ligament 
whenever possible. His procedure is to reduce the 
fracture and hold it by means of a plate which has 
three screw holes on one end and is divided to provide 
two hooks for fixation of the distal fragment on the 
other end. The two hooks of the plate are inserted 
into the distal fragment, then with the fracture held 
tightly reduced, three screws are inserted in the other 
end of the plate into the distal tibia and the bones 
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are held in proper position. The final step in this 
procedure is to insert two dowel type grafts across the 
fracture line. The author suggested maintenance of 
external fixation by a cast for 8 weeks after the 
surgical procedure, with gradual weight bearing 
beginning at 10 weeks and full weight bearing 
allowed at the end of 12 weeks. He reported 10 such 
cases and stated that the hookplate is considerably 
better than simple screw fixation because it over- 
comes the difficulty of fixation in an osteoporotic distal 
fragment. —Einer W. Fohnson, Jr., M.D. 


FRACTURES AND DISLOCATIONS 


Treatment of Pseudarthrosis in Fractured Bones 
(Unsere therapeutischen Massnahmen bei Schafts- 
pseudarthrosen). I. Fazaxas, E. GHERMAN, I. ZILAut, 
M. BauintT, and Others. Z6l. Chir., 1958, 83: 859. 


THE AUTHORS discuss the occurrence of pseudarthrosis 
in fractures. Since in many instances the bones fail to 
unite despite excellent technique in reduction, the 
authors have suggested that abnormality of the col- 
lagen of the connective tissue ground substance may 
be responsible for nonunion. For the recognition of 
pseudarthrosis the clinical and roentgenological find- 
ings were considered together. 

The authors reviewed all fractures which were 
treated at the orthopedic hospital in Chuj, Romania 
from 1949 to 1956. Of 4,893 fractures 166, or 3.39 
per cent developed into pseudarthrosis, 117, or 70.4 
per cent in the shaft of the long bones and 49, or 
29.5 per cent in the small bones of the hand and foot. 
In the first group the distribution was as follows: 65, 
or 55.5 per cent, in the tibia; 23, or 19.75 per cent, 
in the forearm; 9, or 7.68 per cent in the femur; and 
2, or 1.70 per cent in the clavicle. 

The treatment of pseudarthrosis was analyzed. The 

authors found that in cases in which the sliding graft 
was used, the healing was superior to that following 
other methods. The technique was described: under 
0.75 per cent novocain infiltration of the skin, an in- 
cision is made and the bone exposed. While both 
fragments are held in apposition, a graft is removed 
with an electric saw. It measures 7 to 9 cm. in length 
and about 4 to 15 mm. in width. The long end of the 
graft points proximal from the fracture and extends 
to the medullary canal. When the short end is re- 
moved below the pseudarthrosis, the long end is re- 
versed and introduced into the slit, so that with one 
end it bridges the pseudarthrosis. Usually it fits well 
and does not require any fixation. The fibrous tissue 
between the bone ends of the original pseudarthrosis 
is not removed. The short end of the graft is dis- 
carded. The wound is closed in layers. A cast is ap- 
plied until healing becomes visible on the roentgeno- 
gram. 
__This procedure was performed on 56 fractures and 
53 showed complete healing of the pseudarthrosis in 
2 to 7 months. Eight fractures, or 15 per cent, did not 
heal within this period. The failures were attributed 
to poor surgical technique or to insufficient postopera- 
tive immobilization. In 6 cases an active infection was 
present around the fracture at the time of the grafting. 
All 6 patients developed union after introduction of 
the graft. 


In conclusion the authors state that in their hands 
a reverse sliding graft has proved to be a most suc- 
cessful and physiological approach in the treatment of 
nonunion after fracture. It has worked satisfactorily 
performed when other methods have 
ailed. 


Five case histories are reported. The literature re- 
viewed came mostly from eastern Europe. 
—George B. Wichman, M.D. 


Isolated Fractures of the Atlas (Les fractures isolées de 
Patlas). ANpr& Sicarp, JEAN Picarp, and Hervé 
Mart. 7. chir., Par., 1958, 75: 34. 


THE AUTHORs report 5 cases of fracture of the atlas. 
Better roentgenographic techniques make them con- 
sider these fractures less uncommon than is generally 
believed. Fractures of the atlas may be caused by a 
fall on the head or a blow on top of the head, i.e., by 
a falling object. The force is transmitted through the 
condyles of the atlas to the cervical spine. The direc- 
tions of the fracture lines depend on the position of 
the head (hyperextension or neutral). 

Although the spinal cord is often damaged in 
fracture-dislocations of the atlas, it is seldom damaged 
with isolated fractures. The medullary canal is large 
and the fragments separate in a centrifugal manner. 

The clinical signs are sometimes scant. There is 
typical pain in the neck region and muscle spasm. 
Crepitations may be felt by the patient. Movements 
are limited in the neck region. Pressure in the occipital 
region causes pain. 

Roentgenographic examination is very important 
and the fracture may be seen on a lateral film 
centralized on the two first vertebral or two antero- 
posterior films, one through the mouth and the other 
through the cavum. Laminography is of the greatest 
importance. 

When there is a fracture of the lateral condyles 
skeletal cervical traction should be instituted to ob- 
tain a reduction and followed by a plaster cast for 3 
months. Fusion is indicated whenever late symptoms 
develop. —J. C. Mulier, M.D. 


The Recognition of Fractures of the Anteroinferior 
Iliac Spine (Contributo alla conoscenza della frattura 
della spina iliaca anteriore-inferiore). TuLLIo BANDINI 
FERRERO. Rass. ital. chir. med., 1958, 

‘THREE CASES are cited of isolated fractures of the 

anteroinferior spine of the ilium. Although the spine 

may be involved in pelvic fractures affecting other 
portions of the same structure, instances of pure in- 
jury to this portion are rare. 

Ossification of the anteroinferior spines and con- 
tinuity with the remainder of the ilium may not take 
place until the fifteenth or twentieth year of life. 

Apparently isolated fractures to this area occur 
most frequently from direct trauma to the area. At 
times there may be a gradual onset of ecchymosis in 
the area following injury, for the region is rich in 
vascular supply. The diagnosis may be suspected 
because of the presence of local tenderness, but must 
be confirmed by roentgenologic examination. 

Treatment has been indeed varied, and has most 
commonly been bed rest for 15 to 20 days. The au- 
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thors prefer a tight dressing about the pelvis, with 
padding over the spine, and about 20 days of bed 
rest. Their argument is for more rigid care in this 
type of injury because of the disturbance of the 
blood supply and the derangement of muscular and 
fascial attachments. — Walter L. Byers, M.D. 


Arterial Injuries Leading to Gangrene as Complica- 
tions of Fractures of the Lower Extremities, ERKKI 
V. S. Koskinen. Ann. chir. gyn. fenn., 1958, 47: 99. 


THE AUTHOR reported 7 cases of arterial injury, 
all but one of which resulted in gangrene necessitating 
amputation. The arterial injuries resulted from frac- 
tures, and 5 of the fractures occurred in the lower 
third of the leg. Anatomic exploration along the 
anterotibial artery revealed this artery to be strongly 
compressed between the interosseus membrane and 
the tibia and fibula; the posterior tibial artery was 
caught between the deep fascia of the leg and the 
distal fragment of the tibia and was therefore dis- 
tended. This was a fairly consistent finding in cases 
of fracture in the lower third of the leg in which 
gangrene resulted and produced the need for ampu- 
tation. The author expressed the opinion that because 
of the anatomic relationships in this region, which 
result in scantier quantities of muscle tissue to pro- 
tect the vessels, and the close proximity of the tibia 
and fibula fixed together by the interosseus mem- 
brane, the blood vessels are more liable to injury. In 
one instance, gangrene resulted from a fracture of 
the femoral neck which was subsequently treated by 
traction; the patient had had previous sympathectomy 
because of thromboarteritis obliterans. 

As far as treatment is concerned, the author empha- 
sized the fact that recognition of the early symptoms 
of vascular injury is imperative and once these early 
signs are present, swift treatment is indicated. All 
points of external pressure should be removed and 
such measures as sympathetic blocks or spinal anes- 
thesia should be used to dilate the vascular tree. 
Extensive incision and fasciotomy should be con- 
sidered to alleviate any compressing hematoma, and 
exploration of the arteries involved also should be 
considered. Heparin should be used in the event of 
suspected thrombosis. 

—FEiner W. Johnson, M.D. 


Isolated Traumatic Luxation of the Upper End of the 
Fibula (Luxation traumatique isolée de l’extremité 
supérieure du péroné). J. Brrtarp and J. Casrainc. 
Ann. Chir., 1958, 12: 889. 


THE PATIENT was a 17 year old, powerfully muscled, 
and athletic youth who, while playing ping-pong, 
slipped and fell with the knee flexed and the foot in 
the posture of adduction and internal rotation. 
There was immediate localized pain in the region of 
the upper end of the peroneal bone; the pain, both 
spontaneous and on pressure, remained always sharply 
localized at this point. There was immediately noted 
a prominence of the head of the peroneus muscle. 
The roentgenographic examination did not demon- 
strate the luxation, either on the anteroposterior or 
the laterolateral projection. It was only on fluor- 
oscopy with the foot passing from an indifferent pos- 
ture to one of internal rotation that the displacement 


could be detected. The displacement seemed to in- 
volve a laceration of the anterior portion of the re- 
taining ligament. 

The treatment was simple. Under general anes- 
thesia a light direct pressure over the prominent head 
of the bone was sufficient to produce a loud clicking 
sound with instant disappearance of the prominence. 

The reposition, under a 10 day precautionary plas- 
ter cast, with the knee in a position of 30 degrees of 
flexion, proved to be stable. The patient, some 
months later, won some tough ping-pong matches 
without noting the least disturbance in the affected 
knee. 

This is the twenty-sixth such luxation reported 
in the literature. As in all the previously reported 
instances, there was no evidence of involvement of 
the peroneal nerve. 

The author emphasizes the need for systematically 
searching for dislocation in all traumatic involvements 
of the knee joint. —John W. Brennan, M.D. 


Disabilities After Tibial Shaft Fractures, H. Euis. 7. 
Bone Surg., 1958, 40-B: 190. 


In a sTUDY covering 343 well united tibial shaft frac- 
tures, 21 patients (6 per cent) showed ankle and foot 
stiffness (the most common cause of disability), while 
knee stiffness (2.3 per cent) and shortening of up to 
three-fourths of an inch caused little functional impair- 
ment. One-third of the patients with limited ankle 
and foot motion had evidence of ischemic contracture 
with the joint stiffness often caused by “replacement 
fibrosis”’ of soft tissues. Of 105 compound fractures 5 
became infected. The occurrence of ischemic conirac- 
ture is followed by wasting of the calf muscles, hallux 
flexus, claw toes, and limited ankle extension due toa 
stiff subtalar joint. In 5 cases of circulatory involve- 
ment 3 cases of major arterial disturbance and one 
case of complete obliteration of the vascular tree 
below the popliteal artery were demonstrated by 
arteriography. Six tibial shaft fractures necessitated 
amputation for gangrene. It is not yet possible to 
prove whether or not prolonged immobilization causes 
persistent disability or whether any correlation be- 
tween prolonged immobilization and joint stiffness is 
influenced solely by the severity of the injury. 

The author differentiates two types of injuries: (1) 
direct with severe destruction and subsequent scarring 
and (2) the indirect injury resulting from vascular 
damage with subsequent ischemic changes. The latter 
pathologic process has been overlooked in the past. 
Clark demonstrated the existence of end arteries for 
the muscular segments as the basis for possible infarc- 
tion. The vascular spasm often goes unrecognized in 
seemingly minor fractures. The joint stiffness gen- 
erally results either from direct injury, from ischemia 
of associated vascular lesions, or from a combination 
of both. —E. H. Bettmann, M.D. 


Treatment of Fractures of the Malleolus and Olecra- 
non with the Zuelzer Plate (Zur operativen Behand- 
lung nicht reponierbarer Malleolarund Olecranon- 
fracturen mit der Zuelzer-Klammer). 
Langenbecks Arch. u. Deut. schr., 1958, 288: 446. 


THE AUTHOR describes several cases of fractures of the 
malleolus and olecranon which could not be reduced 
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by closed reduction. An open reduction was per- 
formed. The fragments were held in place with a 
double hook plate on one end and a screw through the 
other end. The screw was introduced above the frac- 
ture. 

According to the author, this type of fixation has 
been advantageous, since in no case did aseptic 
necrosis of the small fracture fragment develop. This 
is attributed to the fact that the hooks on the plate 
hold the fragment firmly from the outside and do not 
penetrate it. Roentgenograms that demonstrate the 
reduction are included in the article. 

—George Wichman, M.D. 


ORTHOPEDICS IN GENERAL 


Treatment of Fat Embolism with Heparin. R. H. Sace 
and R. W. Tupor. Brit. M. 7., 1958, 1: 1160. 


THE AUTHORS present 3 cases of severe fat embolism. 
The first patient had a closed fracture of the midshaft 
of the right femur. The chest roentgenogram was 
compatible with extensive fat embolus of the lungs. 
The urine contained no fat globules, but there were 
fairly numerous fat globules in the sputum. The diag- 
nosis of fat embolism was accepted and the patient 
was treated with aminophylline and heparin. 

The second patient had a closed comminuted frac- 
ture of the left femur with an open fracture of the left 
tibia and fibula. A clinical diagnosis of fat embolism 
was made and he was treated with heparin and ami- 
nophylline. 

The third man had an open oblique fracture of the 
midshaft of the right tibia and fibula. A clinical diag- 
nosis of fat embolism was also made in this case and 
treatment with heparin and aminophylline carried 
out. 

The diagnosis in each of these 3 cases was made on 
clinical grounds only. The records of clotting-time 
were not available. 

The authors believe that these patients might have 
died if they had not been treated with heparin. 

—Richard 7. Bennett, Fr., M.D. 


Autografts and Homografts; a Comparison in the 
Operation for Recurrent Dislocation of the Shoul- 
der (Fremdspan und Eigenspan, verglichen bei der 
Operation der habituellen Schulterluxation). R. 
oa and A. M. Feur. Helvet. chir. acta, 1958, 

124, 


For 20 years in the authors’ clinic, the method of 
Eden-Brun has been used for all operations performed 
for recurrent dislocation of the shoulder joint. Prior 
to 1952 the bone graft employed in this operation was 
a tibial autograft. Since 1952 homografts preserved 
by refrigeration have been employed. Since the homo- 
grafts and autografts were always employed in the 
same way for the treatment of the same disease, this 
series offers an opportunity to compare the results of 
homografting and autografting. 

From 1938 to 1951, 23 patients were operated upon 
and autografts employed. Twenty of these patients 
were available for follow-up studies. From 1952 to 
1956, 24 patients were operated upon with homografts, 
20 of these were available for follow-up studies. Four 
patients were operated upon twice, 2 for recurrence 


TABLE I.—RESULT WITH AUTOGRAFTS 
AND HOMOGRAFTS 


Autografts  Homografis 
Little resorption. 11 1 
Partial resorption................ 8 9 
Subtotal resorption.............. 1 5 


of the dislocation after surgery, and 2 for bilateral 
disease. All follow-up studies included a roentgen- 
ogram. The majority of the. patients were available 
for follow-up ‘examination and those who were not 
answered a questionnaire. The mean duration of 
follow-up for the autografts was 131 months, while 
for the homografts it was 42 months. There were 37 
males and 6 females in this series. The cause of the 
original dislocation was most often a sports injury. 
Next in order were traffic accidents, industrial in- 
juries, and epilepsy. Patients with bilateral disloca- 
tions had very minor trauma as the cause of their 
first dislocation, indicating that perhaps these pa- 
tients had anatomical variations which allowed dislo- 
cation to occur more easily. The majority of the pa- 
tients were between 20 and 35 years of age. 

The operative technique employed was that of 
Eden-Brun. The massive bone graft was placed sub- 
periosteally on the previously roughened ventral sur- 
face of the scapula. The graft reached to the tip of the 
coracoid process. In the earlier cases, considerable 
wandering of the graft was encountered. This was 
overcome by placing the graft in a more vertical 
position. 

The homografts were ‘usually obtained from vic- 
tims of accidental death. They were preserved at 18 
to 23 degrees below zero. The fate of the various 
grafts without regard to the clinical results is indicated 
in Table I. The bed in which the bone graft is placed 
when the Eden-Brun technique is used is not ideal 
since a portion of the graft runs through soft tissue 
and is not in contact with bone. On the basis of the 
figures presented in Table I, it must be concluded 
that the “survivability” of the autograft in this situa- 
tion is superior to the “survivability” of the homo- 
graft. The exact time of resorption of the grafts cannot 
be exactly determined. In one case, recurrent dislo- 
cation of the shoulder occurred 11 months after sur- 
gery. It is certain that within 1 to 1.5 years the grafts 
can be absorbed to a great degree. 

Factors which might influence the absorption of 
the homografts were investigated. Surprisingly, the 
grafts which showed little or only partial resorption 
had been stored for an average of 24 weeks, while 
those homografts which showed subtotal or total 
resorption had been stored for only an average of 10 
weeks. This observation would appear to mean that 
the longer the homografts are stored, the less likely 
they are to be resorbed; however, this conclusion 
cannot be regarded as exact because of the small num- 
ber in the present series. The possibility of incom- 
patibility of the blood groups between the donor and 
the recipient in the case of homografts was investi- 
gated. On the basis of the ordinarily determined A, 
B, and O groups as well as on the rhesus factors, no 
relationship between blood group incompatibility 
and resorption of the homografts could be determined. 


In the present series there were 3 cases of recurrent 
dislocation of the shoulder joint among 20 patients 
who had the Eden-Brun operation, using a tibial 
autograft. Among the 20 patients who had a tibial 
homograft there were 5 recurrences. The operation 
employed by the authors did not result in any pa- 
tients who could not resume their regular occupa- 
tions because of poor motion of the shoulder joint. 
This is in contrast to some other procedures which 
have a lower rate of recurrence of the dislocation but 
which are more frequently complicated by poor 
motion of the shoulder joint. The redislocations oc- 
curred, at the earliest, 11 months after the operation, 
and at the latest, 47 months after the operation, with 
an average time of 26 months. There was no essential 
difference in this respect between the autografts and 
homografts. 

Although homologous bone grafts which have been 
preserved by refrigeration give very good results in 
many situations, for example, in the treatment of 
fractures, the results of the authors’ study show 
clearly that the refrigerated homografts when em- 
ployed in the operation for recurrent dislocation of 
the shoulder with the technique of Eden-Brun are 
inferior to autografts. —Robert D. Larsen, M.D. 


ass ag in Cases of Displacement of Vertebral 

Bodies (Nukleographie bei Wirbelverschiebungen). 
A. GRASSBERGER and R. Seyss. Zschr. Orthop., 1958, 
90: 50. 


THE AuTHORs differentiate between spondylolisthesis 
in which only a portion of the vertebral body has 
slipped forward in relation to the adjacent vertebra 
and pseudospondylolisthesis which indicates a forward 
displacement of the entire vertebral body. In cases of 
spondylolisthesis, discography reveals an irregular 
distribution of the dye within the disc space and usu- 
ally reveals that the space between the dura and the 
posterior aspect of the vertebral body is taken up by 
disc tissue. In cases of pseudospondylolisthesis, the 
contrast medium is located in the vicinity of the disc 
in an irregular manner, indicating a nucleus which is 
completely torn and crushed. 
—George I. Reiss, M.D, 


Injuries to the Hip Joints; Treatment with Particular 
Consideration of Late Complications (Die Verletz- 
ungen des Hueftgelenkes und ihre Behandlung unter 
besonderer Beruecksichtigung der Spaetfolgen). P. M. 
JANTZEN. Mschr. Orthop., 1958, 90: 55. 


IN REVIEWING the anatomy of the hip joint, the blood 
supply, as well as the configuration of the bone 
trabeculae, is of particular interest. The blood supply 
to the head of the femur is more or less separated from 
the blood supply to the femoral neck. The blood ves- 
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sels to the femoral neck enter the bone at about the 
level of the insertion of the inner capsule. The blood 
vessels for the femoral head penetrate the capsule at 
its point of insertion and then travel between the 
femoral neck and the synovial membrane, cephalad, 
and into the bone at the junction of head and neck. 
The importance of the artery within the femoral 
capital ligament is also discussed. Aseptic necrosis of 
the femoral head may appear within one year in cases 
in which the entire blood supply was cut off, or it may 
develop gradually within the period of about 2 or 3 
years if only a part of the blood supply to the head was 
interrupted. It is generally agreed that the necrosis 
usually has its origin at the time of the trauma. 
(Axhausen: “The appearance of aseptic necrosis is 
determined by fate and not dependent on the treat- 
ment.”’) In children, epiphysiolysis and Perthes’ dis- 
ease may have been caused by an unrecognized frac- 
ture of or an infraction within the neck of the femur. 
It is easy to overlook a fracture of the neck of the 
femur without displacement. Occasionally a telescop- 
ing type of fracture, which pulls back into its original 
state unobserved, may not be recognized and may be 
the cause for aseptic necrosis of the femoral head. 

Dislocation and fracture dislocation occasionally 
give rise to aseptic necrosis. Closed reduction is the 
treatment of choice. Unstable fracture dislocations in 
which a large fragment of the acetabulum has been 
displaced posteriorly may require open reduction. In 
cases of fracture of the neck of the femur with disloca- 
tion a primary endoprosthesis is occasionally indi- 
cated. The treatment of central dislocation may be 
very difficult. It is recommended that longitudinal 
traction be applied to the leg (about 20 to 24 Ibs.) and 
that a direct pull on the trochanter be applied up to 
about 60 Ibs. After reduction, the traction on the 
trochanter should be reduced to 16 to 24 lbs. In cases 
in which the head of the femur is severely damaged, 
arthrodesis is indicated. 

The treatment of complications of fracture of the 
neck of the femur is also briefly discussed. Late com- 
plications of femoral neck fracture are aseptic necrosis 
in 20 to 50 per cent, pseudarthroses in 3 to 10 per cent, 
and degenerative arthritis in 2 to 6 per cent. Aseptic 
necrosis usually occurs about 4 to 12 months after the 
injury. Finally, indications for arthrodesis versus 
endoprosthesis are discussed. Max Lange suggests that 
the osteotomized trochanter be placed in the space 
between the head of the femur and the acetabulum to 
help obliterate the joint space; a long nail is then 
driven through the head of the femur into the pelvic 
bone. An endoprosthesis is used in elderly individuals 
who are not expected to engage in a gainful occupa- 
tion and who do not expect to do much walking and 
standing. —George I. Reiss, M.D. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Pathogenesis and Significance of Poststenotic Dilata- 
tion in Great Vessels. FRANcis RopicsEK, PAuL W. 
SANGER, FREDERICK H. TayLor, ROBERTO MAGIsTRO, 
and Eornro Fort. Ann. Surg., 1958, 147: 835. 


PosTSTENOTIC DILATATION is a well known but not 
completely understood pathophysiologic phenomenon 
of the circulatory system. The pathogenesis and the 
circulatory effects of poststenotic dilatation of great 
vessels have been studied from clinical observations 
and hydrodynamic experiments. In direct catheteriza- 
tion studies and model experiments, a localized in- 
creased pressure in poststenotic areas was not found. 
It is the authors’ opinion that the origin of post- 
stenotic widening cannot be explained by an elevation 
of lateral pressure below the level of the stenosis. The 
consequences of poststenotic dilatation were studied 
in hydrodynamic experiments by using a nonelastic 
model narrowed at a circumscribed area, with “‘col- 
lateral” tubes connecting the prestenotic and post- 
stenotic segments. These hydrodynamic studies re- 
vealed that turbulent flow and, perhaps more im- 
portant, ‘“‘cavitation” are the factors causing severe 
injury of the vessel wall. These factors act more 
severely when the stenosis is abrupt. Poststenotic 
dilatation increases blood flow to the distal parts of 
the body and thus serves as a compensatory mechanism. 
This action involves primarily the collateral flow 
and, to a lesser degree, the flow through the stenosis 
itself. — Robert A. Nabatof,, M.D. 


Infarction of Ileum Following Resection of Coarcta- 
tion of the Aorta. H. C. and Russett DALLAcny. 
Brit. J. Surg., 1958, 1: 625. 


A case of infarction of a portion of the terminal ileum 
following resection of a coarctation of the aorta is 
described, and the clinical and pathologic features of 
6 similar cases which have been reported are reviewed. 

This complication arises from damage to the walls 
of arteries arising below the site of the coarctation. It 
is due to the sudden and sustained increase in the 
systolic blood pressure which occurs immediately 
after the anastomosis of the aorta has been completed 
and the clamps have been released. 

The most conspicuous histologic features in the in- 
farcted ileum in the 6 cases which have already been 
reported were: (1) fibrinoid necrosis affecting chiefly 
the muscle of the medial coat of the arteries in the re- 
sected bowel, and (2) an accompanying acute in- 
flammatory cellular exudate in all coats of the arteries 
(necrotizing arteritis). In the present case fibrinoid 
necrosis of the intestinal arteries was not seen and a 
periarterial inflammatory cellular exudate was slight; 
the most striking abnormality was the thin, over- 
stretched, ruptured internal elastic lamina which was 
caused by the abrupt expansile pressure of a greatly 
increased blood flow pumped suddenly into poorly 
supported vessels unaccustomed to such high tension. 
The resulting damage to the intimal cells caused 
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thrombosis which slowly extended until the wall of 
the ileum was devitalized. 

Abdominal pain which does not require laparotomy 
occurs after resection of the coarctation of aorta in 
about 10 per cent of cases. This pain, which is usually 
colicky, is probably due to ischemia of a localized seg- 
ment of bowel caused by damage to the walls of the 
intestinal arteries, with or without vasospasm. 

—Jjohn 7. Maloney, M.D. 


Fate of Human Aortic Homografts 10, 24, and 27 
Months After Transplantation. Frank R. DENMAN, 
Witson G. Brown, SAMUEL JOSEPH SKINNER, EDWARD 
= Fitcu, and Henry G. Grass. Arch. Surg., 1958, 

: 944, 


THE AUTHORS describe the occurrence of definite 
aneurysmal dilatation 24 months after transplanta- 
tion of an aortic homograft preserved in Gross’ 
medium. Microscopically, degeneration, fragmenta- 
tion, and loss of elastic fibers at the site of the aneu- 
rysm were seen, and arteriosclerotic changes were 
present throughout the graft. An aneurysm developed 
in a second lyophilized homograft after 10 months 
as a result of pressure necrosis caused by an Ivalon 
sling. Microscopic study of this specimen revealed 
little structural degeneration and good union to the 
host aorta, except at the site of continued pulsatile 
trauma. A third lyophilized homograft functioned 
perfectly for 27 months, until the death of the patient 
from unrelated causes. Postmortem examination 
revealed moderately advanced atheromatous changes 
in the homograft similar to those in the host aorta. 
Interestingly enough, serum cholesterol levels in this 
patient were normal. 

It would seem from these observations that aortic 
homografts undergo a process of degeneration and 
develop arteriosclerotic changes to a varying degree 
as time goes by. Despite these observed structural 
changes, most animal homografts have maintained 
their functional integrity for periods of several years. 
Presently available knowledge indicates that these 
changes, resulting in functional failure, will take a 
relatively long time for their development. Since 
these changes probably will occur in the minority 
of grafts, the arterial homograft should be used until 
a better substitute is found. 

—Robert A. Nabatoff, M.D. 


The Subclavian Arteries; Roentgen Study in Health 
and Disease. NATHAN PoKER, NATHANIEL Finsy, and 
IsRAEL STEINBERG. Am. 7. Roentg., 1958, 80: 193. 


Usinc more than thirty roentgenograms of the regions 
of the subclavian vessels the authors illustrate the 
normal state and a variety of disorders. The films 
include many angiograms and many explanatory 
tracings, all of which are clearly reproduced. Certain 
norms of diameter, length, and configuration have 
been established. Lesions which cause compression, 
occlusion, distortion, buckling, and dilatation are 
demonstrated. Congenital anomalies are considered, 
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as well as disease caused by infections, trauma, and 
degenerative processes. The interested reader is urged 
to inspect this collection which is too extensive to 
reproduce in an abstract. 

—Leonard D. Rosenman, M.D. 


Prognosis in Peripheral Arterial Insufficiency Asso- 
ciated with Claudication or Ulceration. HERBERT 
J. Ross, Joun W. Bowpen, R. CastTELLant, 
and Cuartes G. Jounston. Arch. Surg., 1958, 76: 857. 


ONE HUNDRED AND FORTY patients with symptomatic 
peripheral vascular occlusive disease were selected 
for study at the Dearborn Veterans’ Administration 
Hospital. The cases were surveyed to determine the 
factors which might be useful in estimating prognosis. 
Those with frostbite, phlebitis, or embolus were not 
included. These patients had received the benefits of 
all available medical and surgical therapy except 
the use of arterial homografts. 

The course of each patient was reviewed on an 
average of three years following lumbar sympathec- 
tomy, the last sympathectomy in the series having 
been done in December, 1955. Ulceration or early 
gangrene was present in 55 patients, 25 of whom were 
diabetics. In these patients the amputation rate was 
71 per cent, and 42 per cent had died of some as- 
sociated disease within 3 years. The absence of 
diabetes did not seem to slow down the course of the 
disease, providing ulceration was present. These 
figures may be compared with those when claudica- 
tion alone was present, in which case the amputation 
rate was 15 per cent and the mortality rate 18 per 
cent within 3 years. This was interpreted to mean 
that when ulceration had occurred, the disease had 
apparently reached a more advanced stage and ap- 
peared to progress in spite of treatment. Claudica- 
tion alone was present in 85 patients. After sym- 
pathectomy, there were relatively few patients with 
increased walking tolerance. The greatest improve- 
ment occurred in those who, before surgery, could 
walk more than two blocks. Night pain was present 
in three-fourths of these patients, and 16 per cent were 
relieved following sympathectomy. In most patients 
the extremity was warmer objectively and sub- 
jectively after operation, but only 31 per cent of the 
group felt that the function of the leg had been im- 
proved. 

On the other hand, experience with some 90 by- 
pass arterial grafts, many extending from the com- 
mon iliac artery to the popliteal artery, has led the 
authors to believe that in selected cases a bypass 
graft will give much better relief of claudication than 
sympathectomy. The arterial graft has been highly 
successful in 37 of the patients who previously had 
had sympathectomy. Currently, the authors reserve 
sympathectomy for the patient who is not a candidate 
for arterial grafting or who has had a recurrence of 
symptoms through progressive arterial obstruction 
following a grafting procedure. 

—Robert A. Nabatoff, M.D. 


Splenic Arterial Aneurysm. J. N. Warp McQuar. 
Brit. M. F., 1958, 1: 1448. 


SPLENIC ARTERIAL ANEURYSM is a rare condition, and 
rupture is usually fatal. Diagnosis before rupture 


occurs is uncommon. There are many unrecorded 
cases of splenic arterial aneurysm, particularly those 
seen at autopsy, and those diagnosed radiologically 
but not confirmed by operation. The purpose of this 
article is to discuss 5 patients with splenic arterial 
aneurysms who were operated upon in Mansfield 
during the past 2 years. Four of the 5 patients survived. 
In 2, the aneurysm had ruptured; one, a pregnant 
woman with a portacaval shunt, recovered. The 3 
other cases were diagnosed on radiologic grounds 
before operation. In 2, the operative removal was 
incidental to that of a carcinoma—of the esophagus 
in one and of the kidney in the other. The remaining 
patient had urologic symptoms and hypertension, but 
none referable to the region of the aneurysm. The 
most common pathogenic factor is arteriosclerosis; 
then, embolic phenomena, portal hypertension, con- 
genital causes, trauma, and infection, in that order of 
frequency. Resection of the artery and splenectomy 
comprise the treatment of choice. A good case can 
be made for conservatism in the elderly or when the 
patient is a poor operative risk. However, until the 
danger of rupture can be foretold with accuracy, it 
would be wise to treat all splenic arterial aneurysms 
with great respect, and, as a general rule, to excise 
them. —Robert A. Nabatoff, M.D. 


Arterioendoscopy for Choice of Prospective Arterial 
Homografts Contribution au choix des greffes vascu- 
laires Partério-endoscopie). R. Kien. Lyon chir., 1958, 
54: 549. 


WEN long arterial homografts are used it is impossi- 
ble to examine the inside of the graft. Palpation and 
inspection do not give sufficient information as to the 
state of the intima. It is impossible to turn the vessel 
inside-out without seriously damaging the intima. 
Especially when the graft is long the appearance of 
the neighboring areas and that of other vessels in the 
vicinity may not reflect the appearance of the graft. 

The author therefore, developed an endoscope for 
visualization of the inside of the grafts. The grafts are 
washed with electrolyte solution to remove all traces 
of blood which would obscure the view. Then the in- 
strument is introduced and the entire inner surface of 
the graft visualized. During the procedure no damage 
to the intima can be caused. In this fashion atheromas 
and other changes of the intima are discovered and 
the graft evaluated as to its suitability. 

—Gunars Medins, M.D. 


Vein Stripping for Saphenous Vein Thrombophle- 
bitis. James M. Suttivan. Surg. Clin. N. America, 1958, 
August, p. 1071. 


Puuesitis of the saphenous system is, for the author, a 
separate entity to be differentiated from deep phlebi- 
tis, treated by diametrically opposed methods, and 
with an entirely different prognosis. The presence of 
varicose veins is necessary for the development of 
thrombophlebitis of the saphenous vein. However, in 
some cases the varicose veins are so minimal that they 
are not recognized until an attack of thrombophlebitis 
occurs. The details of technique, diagnosis, etiology, 
and pathology are discussed. 

Mild cases of phlebitis of the saphenous system can 
be managed successfully by the use of elastic stockings 


fe) 

tc 

h 

u 

. 

p 

T 

T 

ti 

al 

tc 

p 

Pp 

Vi 

d 

d 

ti 

re 

t 

Cc 

re 

st 

h 

Ww 

n 
it 

r 

ti 

Pp 

Vi 

B 

T 

a 

h 

ai 

Cc 


or elastic bandages while the patient remains ambula- 
tory. The majority of cases require vein stripping and 
high ligation for relief. The operation removes the 
underlying varicose veins and decreases morbidity. If 
done properly the operation presents no more com- 
plications than those encountered in vein stripping for 
uncomplicated varices. 
—W. Foster Montgomery, M.D. 


The Problem of Deep Venous Resection in the Treat- 
ment of the Postphlebitic Syndrome (Le probléme 
de la résection veineuse profonde dans le syndrome 
postphlébitique). A. RoBerte. Acta chir. belg., 1958, 
57: 


‘THE AUTHOR discusses the value of deep venous resec- 
tion in the treatment of the postphlebitic syndrome 
and proves its value in reporting 19 good results in a 
total of 21 procedures. 

Of particular interest is his detailed description of 
phlebography which is a sine qua non tool for the 
evaluation of the type of surgery that each individual 
patient needs. 

In cases in which deep femoral phlebography re- 
veals complete block, he resects a piece of the vein or 
does “internal stripping” followed by periarterial 
sympathectomy. In the cases of recanalization of the 
deep femoral veins with destruction of the subtro- 
chanteric venous valve, if the popliteal valve is func- 
tional he restricts the surgery to small saphenous vein 
resection and periarterial sympathectomy. If the sub- 
trochanteric valve is destroyed but there is also in- 
competence of the popliteal venous valve, then he 
resects a piece of that vein or does complete internal 
stripping. 

The results of phlebography were checked by 
histologic examinations in 15 of the 21 cases and 
were in each case verified. The results of the treat- 
ment were encouraging in that ulcers healed, edema 
improved or disappeared, and secondary hemor- 
rhages and infections were checked. 

The author concludes that the deep venous resec- 
tion is of great value and should be undertaken in 
conjunction with other measures, such as periarterial 
sympathectomy and extensive resections of sclerotic 
tissue and skin grafting. The value of preoperative 
phlebography is stressed in determining the type of 
venous resection to be done in any given case. 

—WNicholas J. Demos, M.D. 


BLOOD; TRANSFUSION 


The Effect of Dextran in the Determination of Blood 
Groups (Influsso della presenza di dextran sulla 
determinazione dei gruppi sanguigni). G. AGOLINI 
and A. A. Bonrracto. Atti. Soc. lombard sc. med., 1958, 
13:84 


THE AUTHOR has discussed the known effect of dex- 
tran, producing increased agglutination of blood 
and, therefore, interfering with blood typing. They 
have used this principle and have found that the 
addition of dextran to sera of the A, B, and O blood 
types enhances the agglutination of blood cells in 
compatible sera which makes crossmatching and 
blood iyping more specific and rapid. 

The authors used various combinations of groups 
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A, B, and O, and added various concentrations of 
6 per cent dextran. They found that false agglutina- 
tions were obtained with concentrations of dextran 
greater than 1.5 per cent, but concentrations of dex- 
tran less than 0.19 per cent do not produce false 
agglutinations. 

From these observations the author suggests the 
addition of dextran to potentiate true agglutination of 
the blood types. The 6 per cent dextran is diluted 
1 to 10, and 1 drop of this is added to the serum for 
determination of the blood type. By this method the 
blood type has been more accurately determined in 
the hands of normally trained personnel. 

—Roland Manfredi, M.D. 


Severe and Fatal Transfusion Reactions Caused by 
Contaminated Blood or Plasma (Zur Frage der 
Zwischenfaelle bei Transfusion mit infizierten Blut- 
bzw. Plasmakonserven). Cs. Hapnacy. Klin. Med., 
Wien, 1958, 13: 97. 


THE AUTHOR discusses 10 cases of fatal and 14 cases of 
serious transfusion reactions, their probable cause, 
and their possible prevention. He postulates that 
most of the transfusion reactions which are explained 
in the literature as being caused by “‘over-sensitivity 
of the individual,” “unstable blood (sang instable),” 
or as “foreign protein reactions” are in reality reac- 
tions due to bacterial contamination (usually sapro- 
phytic) of the transfusion material, the severity of the 
reaction being determined by (1) the number of the 
contaminating organisms, (2) the type and the 
virulence of the organisms, and (3) the patient’s 
susceptibility. 

The transfusion reaction manifests itself as a type of 
shock with chills and fever, which subsides in one or 
several hours, and in cases of severe contamination or 
poor condition of the patient terminates in death in a 
few hours or days. All such cases should be suspected 
of having been caused by contaminated blood. As it is 
well known that stored plasma causes only anaphy- 
lactoid reactions, any chills and fever following 
plasma transfusions should be suspected as being 
caused by bacterial contaminants. 

In only 2 of the 24 cases was whole blood used; the 
22 other reactions were caused by plasma. The 
macroscopic and/or microscopic pathology is the 
same, regardless if the death of the patient was 
caused by mismatched or by infected blood. The 
pathologic findings are described as consisting of 
hyperemic intestines, pulmonary edema, occasional 
pleural effusion, fibrinoid swelling of the blood vessels, 
and degenerative changes in the vessel walls. The 
renal glomeruli are found to be ischemic, whereas 
the renal parenchyma demonstrates a definite 
hyperemia. 

The experiments carried out with mice have proved 
that bacterial toxins and endotoxins inhibit cell divi- 
sion; the production of adrenalin as a body reaction 
to stress, in cases of transfusion reactions caused by 
contaminated blood, also acts to inhibit cell division; 
the outpour of cortisone as a sequel to the increase in 
circulating adrenalin also inhibits cell multiplication. 
This chain of reactions explains the subsequent 
weight loss and anemia in patients who survive 
transfusion reactions. 
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The transfusion reactions caused by contaminated 
blood may be summarized as follows: 

1. The bacterial metabolites introduced into the 
recipient’s blood cause a pyrogenous reaction. 

2. Large amounts of the bacterial toxins and endo- 
toxins are the cause for shock, which is not readily 
distinguishable from anaphylactoid, hemolytic, or 
histamin shock. 

3. The impact of the toxins on the patient’s system 
stimulates body stress reaction, with the well known 
sequelae. 

4. The toxins damage the body cells by inhibiting 
their metabolic and reproductive activities. 

5. The toxins and endotoxins produce changes in 
the antigenic properties of the red blood cells, and 
possibly also in the antigenic structures of the plasma 
proteins, contributing thereby considerably to the 
production of shock. 


Prevention and Therapy 


1. Powerful antihistaminics should be used to curb 
the allergic reaction of the body. 

2. Early and adequate use should be made of sev- 
eral antibiotics. 

3. Glutathion and vitamin C should be used to 
neutralize the bacterial toxins. 

4. Shock should be combatted with sterile, properly 
crossmatched blood. 

5. Ten cubic centimeters of 1 per cent solution of 
novocain should be injected intravenously beside the 
vertebral column and 100 c.c. of 0.5 per cent solution 
should be injected intravenously beside the kidney to 
prevent renal spasm. 

6. The importance of supersterile techniques at the 
time of blood donation, processing, and storage can- 
not be overemphasized. —T. M. Vitols, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


The ~_— Examination of the Lymphatics in 
Man. R. GerceEty. Radiology, 1958, 71: 59. 


THE AUTHOR reviews the roentgenologic examination 
of the lymphatics in vivo recounting the diagnosiic 
applicability of both indirect and direct lymphangiog- 
raphy. The indirect method in which the contrast 
material is not injected directly into the lymphatics 
was not found to be satisfactory in human beings. 
Using the direct method of Kinmouth and Taylor 
the author has made 60 studies of lower limbs, some 
normal and some affected by disease. In the dorsum 
of the foot the lymphatics are 1.0 mm. in diameter 
and were found to be suitable for injection; 70 per cent 
“jodurn” and “triopac” was used as the contrast 
material. Descriptions of normal lymphatics in the 


lower extremities and of the lymphatics in cases of 


lymphedema and chronic venous insufficiency are 
presented. Roentgenograms accompany the descrip- 
tions. The difficulties of this diagnostic procedure are 
mentioned and the value is stressed. 

—Leon Carrow, M.D. 


A New Treatment for Lymphedema: The Pedicle 
Lymphangioplasty (Un nuevo tratamiento del linfe- 
dema: la linfangioplastia pediculada), FERNANDO 
MarTorELL. Angiologia, 1958, 10: 151. 


CHRONIC LYMPHATIC EDEMA Of the leg may be classi- 
fied as (1) lymphedema or (2) fibroedema. Lymph- 
edema is nonpitting edema that enlarges but does not 
deform the leg and that diminishes with prolonged 
periods of bed rest. Fibroedema may be defined as a 
chronic edema of the legs accompanied by fibrous 
hyperplasia of the skin and subcutaneous tissue which 
is produced by repeated bacterial infections, probably 
streptococcal in nature. These irreversible reactions 
will enlarge and deform the entire leg to, but not in- 
cluding, the sole of the foot. Fibroedema is not af- 
fected by prolonged bed rest, nor is this condition 
benefited by any of the procedures devised to increase 
lymphatic drainage. The only efficacious treatment is 
to excise all the tissues of the leg between the skin and 
subaponeurotic structures. 

In lymphedema cases operations to deflect the 
lymph from the leg to the abdominal wall by the in- 
troduction of subcutaneous silk threads, fascia strips, 
rubber tubes, or strips of cellophane have given un- 
satisfactory results. A new method is reported which 
utilizes living aponeurotic strips attached to the mus- 
cle and provides a homologous tissue bridge over 
which regenerating lymphatic vessels may grow. 

—W. Foster Montgomery, M.D. 


MISCELLANEOUS 


Gravitational Leg Ulcers in the Elderly. Srantry 
Rivutn. Lancet, Lond., 1958, 1: 1363. 


THE AUTHOR finds that both doctor and patient may 
accept the presence of chronic ulceration of the leg for 
many years. Edema and venous congestion are the 
etiological agents. While ulcers may be healed with 
bed rest, this method is seldom practical. In a series of 
200 ulcers, 75 per cent were found to be varicose in 
origin, 15 per cent postphlebitic, and the remainder 
were secondary to edema resulting from the disuse of 
the extremity in such conditions as hemiplegia or 
severe arthritis. Classification was made on the basis 
of a thorough interview. Phlebograms were not used. 
With the majority of the author’s patients, healing 
was obtained in 10 to 12 weeks with careful supportive 
bandaging. The bandage consists of a paste under- 
bandage, and a flexible and adhesive outer bandage. 
The first bandage is changed in one week, and then 
every 2 weeks. Patients do not do their own bandaging. 
When the ulcers of a patient with varicose veins 
have healed, operation is performed. Other patients, 
particularly postthrombotics, are instructed in walk- 
ing, posture, sleeping with foot of the bed raised, and 
wrapping the leg with a thin 5 in. elastic bandage. 
While the patient is under supportive treatment, 
ambulation, the wearing of laced shoes, and the 
avoidance of stasis, standing, crossing legs, and foot 
stools are emphasized. —Carl Calman, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATEMENT 


Thumb Reconstruction by Fifth Digit Transplanta- 
tion. J. C. KELLEHER and J. G. Suttivan. Plastic & 
Reconstr. Surg., 1958, 21: 470. 


THE TRANSPOSITION operation for thumb reconstruc- 
tion is replacing the older method of pedicle tube and 
bone graft since the former gives both movement and 
normal sensation including stereognosis. Bunnell and 
Byrne both state that the normal index finger should 
not be used in such reconstruction since it is the most 
important digit except for the thumb. It should be 
used only when it has been partially damaged. The 
long finger has been used successfully (Hilgenfelt), 
and a review of the literature reveals the use of the 
small finger in the past (Guermonprez, 1887 and 
D’Aubigne, 1950). 

Two cases are presented in which the distal two and 
a half phalanges of the small finger were transposed to 
replace the distal two segments of the thumb. The 
transfer was made subcutaneously maintaining intact 
neurovascular bundles; in one case superficially and 
in the second, deep to the palmar fascia. The flexor 
tendons of the small finger were transferred intact and 
the extensor tendons and intrinsic thumb muscles re- 
attached to the transplanted finger. However, it is 
now believed that it would be preferable to anasto- 
mose the flexor tendon of the digit to the flexor 
pollicis longus tendon at the time of transfer to give 
more powerful flexion. 

In both cases, good motion and sensation with 
stereognosis were attained. There was no loss of width 
of the hand, and the least important finger of the hand 
was utilized for the transfer maintaining the integrity 
of the more important index and middle fingers. 

—Carl Schiller, M.D. 


Effects of the Intravenous Administration of Glycerol 
Solutions to Animals and Man. Henry A. SLoviTER. 
J. Clin. Invest., 1958, 37: 619. 


‘THE AUTHORS State that it has been found that human 
erythrocytes can be stored in the presence of glycerol 
at below-freezing temperatures for long periods of 
time and that subsequently they can be successfully 
transfused. The development of a method which per- 
mits the transfusion of thawed erythrocyte-glycerol 
mixtures, without completely removing the glycerol, 
has led to the present investigation, the aim of which 
was to determine the effects of the intravenous admin- 
istration of glycerol solutions and particularly to de- 
termine whether glycerol can be safely administered 
intravenously to human subjects. The author used 
Merck analytical reagent grade glycerol directly with- 
out further purification. Solutions containing approx- 
imately 5 per cent glycerol, 5 per cent glucose, and 
0.9 per cent sodium chloride were used for the human 
infusion studies, because these are the approximate 
concentrations of the substances in the erythrocyte- 
glycerol which is produced when a previously frozen 
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erythrocyte-glycerol mixture is prepared for transfu- 
sion. The solution was prepared by adding 50 gm. of 
glycerol to 1,000 ml. of sterile 5 per cent glucose in 
0.9 per cent sodium chloride solution and then auto- 
claving the solution for 20 minutes at 15 Ibs. steam 
pressure. The author carried out six experiments with 
unanesthetized rabbits and three experiments with 
dogs under pentobarbital anesthesia. Further studies 
were done on 12 patients who were given 50 gm. of 
glycerol in a liter of solution intravenously. 

In the rabbit experiments, no evidence of central 
nervous system irritation or abnormal behavior was 
observed in any case. An elevation of rectal tempera- 
ture of 1 to 2 degrees Fahrenheit occurred in 2 cases. 
The temperatures returned to preinfusion levels 
within 2 hours after infusion. 

In the dog experiments, the injection of glycerol 
solution directly into the carotid artery of the dog, 
with vagus nerves either intact or cut, had no signifi- 
cant effect on blood pressure or respirations. 

In the human experiments, it was found that in 
most cases the blood pressure was little changed from 
the preinfusion level during the course of infusion. In 
a few cases there was a small rise in blood pressure 
but no more than might be expected from the rela- 
tively rapid intravenous administration of any con- 
siderable amount of fluid to an older patient. 

In conclusion, the authors state that the intravenous 
administration of solutions containing 5 per cent 
glycerol to experimental animals and to man has been 
found to have no toxic or otherwise undesirable 
effects. No disturbances of cardiorespiratory or of 
central nervous system function were observed, and 
no significant hemolytic effects occurred. It is sug- 
gested that intravenously administered glycerol may 
be a useful nutritional agent. This is a very interesting 
article that certainly has important implications. 

—Frank W. Pirruccello, M.D. 


Lack of Scientific Validity of the Body Surface as the 
Basis for Parenteral Fluid Dosage. Wituiam J. 
Otiver, Bruce D. Granam, and James L. WiLson. 
j. Am. M. Ass., 1958, 167: 1211. 


THE AUTHORS present an extensive review of the 
literature in an attempt to test the validity of the use of 
the body surface as the basis for relating body 
metabolism and other physiologic functions. They 
conclude that surface area cannot be accurately esti- 
mated by use of the method most frequently employed 
in clinical medicine, i.e., using height and weight. In 
addition, the various physiological functions do not 
have a consistent correlation to the surface area. 

They then present a simple rule of thumb based on 
weight alone for estimating normal body fluid require- 
ments for pediatric patients which gives the same 
results as more complex systems. The rule for infants 
less than one year of age calls for 60 + 15 ml. of water 
per pound; for children 1 to 5 years, 50 + 15 ml. per 
pound; for children above 5 years, approximately 40 
+ 15 ml. per pound. 
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These rules refer only to maintenance fluids and are 
not intended to prescribe the necessary amount for a 
dehydrated person. Ninety milliliters per pound are 
usually an adequate volume to begin rehydration. 

The authors emphasize that no rule for calculating 
fluids obviates the necessity for careful evaluation of 
each patient, including quality and types of solution 
for parenteral fluid therapy as well as quantity. 

—Leon Carrow, M.D. 


The Epidemiology of Postoperative Wound Infections 
in Maxillofacial Surgery (Zur Epidemiologie der 
postoperativen Wundinfektionen in der Gesichtschir- 
urgie). RicHarpD LauTERMANN and Lupwic 
Deut. med. Wschr., 1958, 83: 922. 


THE INTRODUCTION of antibiotics and chemotherapy 
produced the phenomenon of resistant micro-organ- 
isms around the globe. 

This article contains a thorough review of the liter- 
ature and evaluates the bacteriologic classification 
and the biologic resistance behavior to antibiotics and 
bacteriostatics in a very elaborate way and should be 
of great value to the investigator as well as the bac- 
teriologist. Hospital staphylococcal infections can be 
classified as follows: 

1. Primary invasion—the previously noninfected 
patient acquires this infection while confined to the 
hospital. 

2. A previously infected patient acquires second- 
arily a staphylococcal infection while hospitalized— 
superimposed staphylococcal invasion. 

3. A patient originally admitted for staphylo- 
coccal infection may acquire a staphylococcal strain 
of different serologic type or of a different phage- 
group. 

4. The original staphylococcal infection may be- 
come complicated by invasion of a staphylococcal 
strain of different chemobiotic or antibiotic resistance 
behavior. 

A minutely detailed course for the differentiation 
and identification of staphylococci is given. Six case 
histories are presented. Several cases were stitch- 
channel infections 2 days after operation for cleft lip 
in babies 5 days to 4 months of age. One infection 
occurred in a 15 year old girl who had plastic surgery 
for the relief of a facial hemangioma with pedicle 
skin grafting in stages, another in a 26 year old man 
who was operated upon for jaw ankylosis with resec- 
tion of the left articular process. One infection occur- 
red in a patient who had been involved in a traffic 
accident with resultant diffused destruction of soft 
tissue and the facial bones. The offending staphylo- 
coccus organisms, cultured from all these cases, were 
resistant to penicillin, streptomycin, tetracycline, 
chloromycetin, erythromycin, and belonged to the 
serological formula b. 

In order to pinpoint the source of the organisms, 
bacteriologic studies were made of smears taken from 
20 employees of the hospital (smears from the pharynx 
and both hands at three different times). The subjects 
were doctors, nurses, and general attendants. The 
results of these studies were tabulated and clearly 
indicate that the vast majority of smears contained 
pathogenic staphylococci. A physician was found to 
be the permanent carrier of the offending Staphylo- 


coccus b, with characteristics identical to those 
described in the 6 cases. 

The pathway of the hospital staphylococcal in- 
fections, however, cannot be traced. It is not clear 
whether these infections were transmitted aerogen- 
ically or by the hands of the carrier. 

—Otto Weiss, M.D. 


Postoperative Pulmonary Complications Excluding 
Tuberculosis (Die postoperativen Lungenkomplika- 
tionen ohne Beruecksichtigung der Tuberkulose). K. 
VossscHULTE. Langenbecks Arch. u. Deut. &schr. Chir., 
1958, 288: 328. 


PosTOPERATIVE PULMONARY COMPLICATIONS are equally 
feared in present days as in decades past. Of 22,000 
patients undergoing operative procedures on the head, 
neck, abdomen, and the urogenital system, 1.1 per 
cent died of pulmonary complications. In the autopsy 
material, 13.1 percent of 1,736 individuals were found 
to have expired of pulmonary complications. Acute 
inflammatory or purulent processes, such as broncho- 
pneumonia, lobar pneumonia, pulmonary abscess, 
and pulmonary gangrene comprised the majority 
(91.7 per cent) of the postoperative pulmonary com- 
plications; the remaining deaths (8.3 per cent) in- 
cluded pulmonary tuberculosis, empyema, atelectasis, 
and others. The question of the relationship of chronic 
pulmonary damage to the lethal pulmonary complica- 
tions was of interest. Emphysema and old tuberculosis 
was found in 61, or 42 per cent, of the patients dying 
from pulmonary complications, and in 43, or 27 per 
cent, of postoperative fatalities due to other causes. 
Pleural adhesions, bronchiectasis, and silicosis were 
found in the same percentage in both groups of pa- 
tients. 

With advancing age postoperative pulmonary 
complications increase markedly in number. Of 135 
patients, 128 were in the fifth decade or older. The 
relationship of anesthesia to postoperative pulmonary 
complications is a moot one; it may be said that at 
the present time, with modern anesthetic techniques, 
such complications occur as commonly as before. 
Surgery in the aged, and more radical procedures as 
advocated at present time must, of course, be con- 
sidered. 

Postoperative pulmonary atelectasis is a common 
sequence to general surgical procedures and some 
workers were able to demonstrate this regularly on 
x-ray examination. It is common experience that such 
atelectases can be adequately combated by forceful 
expiration and suction. A massive postoperative pul- 
monary collapse associated with mediastinal shift is a 
form of atelectasis and can be relieved by passive or 
active removal of the obstructing plug. 

A most dangerous, but fortunately rare, complica- 
tion is necrosis of the tracheal and bronchial mucosa. 
Its cause is a staphylococcal or streptococcal infection 
superimposed on a viral tracheobronchitis. All pa- 
tients thus affected died of toxemia. Prevention and 
treatment are not established, but the condition does 
not seem to be related to anesthesia. 

The relationship of preoperative physical findings to 
228 lethal pulmonary complications was investigated. 
In 52 per cent of the patients no disease was identified, 
in 31 per cent the findings were minimal, and in 17 


pe 
ce 
in 
pe 
pl 
of 
Br 
fo: 
th 
nc 
pz 
re 
su 
re 
in 
ob 
en 
es) 
pu 
; pr 
wi 
ca 
int 
res 
po 
sec 
tic 
de 
pli 
for 
to 
In 
me 
ag 
the 
co! 
po 
po’ 
tio 
gre 
ing 
res 
seg 
be 
rel 
pai 
bre 
Cal 
an 
is 
ate 
pre 
mo 
im) 
ton 
cou 
pre 
teri 
bre 
no} 
ren 


per cent they were of greater significance. In 81 per 
cent of the patients there was no preoperative warn- 
ing of a possible pulmonary complication. Twenty 
per cent of the patients with lethal pulmonary com- 
plications were suffering from bronchitis; 13 per cent 
of the patients dying of other causes had bronchitis. 
Bronchitis does not seem to be of as great significance 
for the development of bronchopneumonia as often 
thought. Physical examination and x-ray diagnosis are 
not adequate for the preoperative evaluation of a 
patient. Functional spirometric evaluation of the 
respiratory reserve of a patient expected to undergo 
surgical treatment is of prime importance. When more 
refined techniques are not available a good clinical 
impression of the cardiorespiratory system may be 
obtained by the simple “Treppen test.” The disease 
entity or condition of greatest practical importance, 
especially in the aged, is emphysema. Even if the 
pulmonary evaluation shows a respiratory deficit, 
preoperative and postoperative breathing exercises 
will add to the patient’s maximum ventilatory 
capacity. 

By the use of spirometry the authors evaluated the 
influence of preoperative functional damage of the 
respiratory system on the development and course of 
postoperative inflammatory processes. The results 
seemed to indicate that celiotomy produces a func- 
tional ventilatory deficit which is a cofactor in the 
development of pulmonary complications. Such com- 
plications, when they do occur, will be less dangerous 
for individuals with normal pulmonary reserve. 

Stenosis of the airway, as for example, that due 
to thyroid enlargement, presents a different situation. 
In such cases removal of the obstruction and improve- 
ment of the respiratory function is the best defense 
against postoperative pulmonary complications. Even 
though postoperative tracheitis and bronchitis are 
common, bronchopneumonias are very rare. 

Maintaining adequate respiratory function in the 
postoperative thoracic surgical case is of prime im- 
portance. Incisional pain depresses respiratory func- 
tion bilaterally. Intercostal nerve paralysis has no 
greater advantage than analgesics or narcotics in help- 
ing the patient to continue the preoperatively initiated 
respiratory exercises after the operation. 

Pulmonary complications following lobectomies and 
segmental resections are so common that they must 
be looked for almost constantly if early and successful 
relief is to be expected. The residual pulmonary 
parenchyma is in greatest danger. X-ray evaluation, 
bronchoscopy, thoracentesis, and blood oxygen and 
carbon dioxide analyses will be called for help. Rapid 
and complete expansion of the residual parenchyma 
is of greatest importance. Postoperative obstructive 
atelectasis can be avoided most successfully, when, in 
preparation for surgery, bronchial secretions are re- 
moved and when respiratory function is maximally 
improved. Great stress must be laid on proper ana- 
tomical surgical dissection. In the postoperative 
course, removal of bronchial secretion will be im- 
proved by aerosol therapy with antibiotics, by ma- 
terials loosening secretions, such as tacholiquin and 
bronchodilators such as ephedrine, aludrine, and ami- 
nophyllin. If complete expansion of pulmonary pa- 
renchyma still is not successfully accomplished, bron- 
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choscopic removal of the secretions is most effective. 
The diagnosis of limited areas of atelectasis may be 
difficult and easily confused with hemorrhagic or 
edematous areas of parenchymatous infiltration, 
pneumonitic infiltrates, hematomas, and parenchymal 
lacerations. When there is doubt in such cases the 
situation should be treated as if atelectasis is on hand. 
To prevent infections and pleural thickening, local- 
ized effusions must be aspirated. 

Conservative therapy of bronchial fistulas has no 
place and an operative closure must be done. The 
recovery of the patients is often slow. Oxygen therapy 
will help, but the catheter must not be placed in the 
nose, rather at the bronchial fistula. 

Spontaneous pneumothorax after pneumonectomy 
was seen in 4 cases by the authors. It always was 
caused by rupture of an emphysematous bulla. Even 
though the situation was quickly recognized in 3 pa- 
tients and the pneumothorax was relieved by aspira- 
tion, all of the patients died. 

Acute respiratory insufficiency is common, espe- 
cially after pulmonary resection. Carbon dioxide 
retention and oxygen lack come into play in such 
patients. The patient attempts to relieve this situation 
by increasing the respiratory minute volume and 
mainly the respiratory frequency. In many patients 
the ventilation will be improved only to a limited 
degree and tracheotomy will have to be done. Pains- 
taking aspiration of bronchial secretions must be em- 
phasized. Artificial respiration with the Engstrom 
respirator proved successful in not only supplying 
oxygen, but also in removing carbon dioxide and thus 
preventing respiratory acidosis. This respirator, which 
may be connected via the tracheotomy tube for days, 
makes it possible to operate on patients with significant 
respiratory insufficiency. 

The described therapy will carry the patient through 
the critical postoperative period. It would not be 
correct to consider oxygen therapy as a prophylactic 
measure in respiratory insufficiency. Oxygen therapy 
is not only unnecessary in most patients, but is a dis- 
advantage in some of them. Especially in emphysema, 
oxygen will depress the normal mechanism of respira- 
tory stimulation and tend to put the patient into 
respiratory acidosis. The authors, therefore, use less 
oxygen therapy in their present chest surgical practice. 

The danger of pulmonary complications following 
thoracoabdominal procedures is stressed. Compression 
atelectasis and bronchostenosis due to an atonic 
stomach are emphasized. Esophageal stenosis of what- 
ever origin is known to predispose to aspiration. 
Nasogastric suction is said to introduce fungi and 
bacterial organisms into the tracheobronchial tree; 
therefore periodic rather than continuous suction is 
recommended. —Karel B. Absolon, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Medical Reflections Concerning Motor Car Accidents 
(Aerztliche Ueberlegungen zum motorisierten Stras- 
senverkehr). H. GANTER. Medizinische, 1958, p. 1048. 


It Is ESTIMATED that traffic accidents present a greater 
menace to the population than do infectious diseases. 
The author thinks that a review of the causes of death 


ose 
in- 
ing 
ka- 
K. 
lly 
)00 
ad, 
per 
psy 
ind 
ute 
ho- 
rity 
ym- 
in- 
Sis, 
nic 
ca- 
ing 
per 
ere 
pa- 
ary 
135 
The 
ary 
at 
1€S, 
re. 
as 
on- 
non 
yme 
on 
uch 
eful 
isa 
> or 
ica- 
tion 
pa- 
and 
Joes 
tO | 
ted. 
fied, 


402 International Abstracts of Surgery - April 1959 


might prove more helpful than mere repetition of the 
number of casualties. At most, one-fifth of the accidents 
appear to be due to technical deficiencies, while 
four-fifths are due to human carelessness. Statistics 
relating to traffic accidents due to illness and the rela- 
tive dangers presented by various diseases are needed. 
The localization, type, and severity of injury will yield 
some indication as to the mode of origin of the acci- 
dent and the possibilities of prevention. The results of 
such investigations should be considered in the con- 
struction of cars and the public should be informed of 
the relation of construction of the car to accident 
liability. 

In addition to the injurious effects of speeding, one 
has to consider other injurious effects of driving inci- 
dent to noise vibrations and stimuli that can produce 
psychic, nervous, and vegetative reactions which under 
given circumstances might predispose to accident. 
Also air contamination and inadequate motor effi- 
ciency might prove contributing factors. Physicians 
are exposed to the same dangers as the public. 

Accidents are rarely attributable to a single cause. 
The driver, the car, and extraneous factors may be 
involved. Attempts have been made to single out the 
type of person liable to repeated accidents over an 
interval during which the average driver has no acci- 
dents. In a study of a German town it was noted that 
10 per cent of the drivers were responsible for 73 per 
cent of the accidents. According to Mcfarland, the 
factors most frequently involved in causing repeated 
accidents appear to be low intelligence, psychic im- 
maturity, and antisocial, aggressive, egocentric atti- 
tudes. It is important that the gaps in the statistical 
information concerning the relation of disease to 
traffic accidents be filled by a review of autopsy find- 
ings and of the exact reactions of diseased persons in 
driving. Not only medical but psychological, statisti- 
cal, and technical aspects need investigation. It is 
hoped that co-ordination of the investigations may 
lead to better results. 

Statistics concerning the accident liability of epilep- 
tics do not cover a sufficiently large number of cases or 
an adequately long period to yield reliable informa- 
tion. Most accidents involving cerebrosclerotics are 
due to the usual causes of accidents and they fre- 
quently have records of many years of driving without 
accident. Persons with heart disease should be advised 
against driving, since the time of an attack cannot be 
foretold. The number of cardiovascular deaths is said 
to be greater in persons who smoke. There is danger 
also for diabetics who may suffer from hypoglycemia 
due to insulin. However, only isolated cases of traffic 
accidents due to such causes have reported, so that no 
statistical conclusions are permissible. Diabetics, it 
must be remembered, are also more liable to retinal 
complications and precocious cerebrosclerosis. Any 
statistical evaluation of the part played in traffic 
accidents by psychic disorders is also difficult. Visual 
disturbances have not been sufficiently evaluated as a 
cause of traffic accidents. Hearing disorders are of less 
significance. Persons with amputations, bodily defects, 
or peripheral paralysis do not seem more liable to 
traffic accidents. An accident repeater is not neces- 
sarily accident prone. Psychologically it has been 
suggested that those prone to accidents are more com- 


plex and less in harmony with their surroundings, 
with less regard for conventional values. 

It is important that the gaps in this investigation 
should be filled as rapidly as possible so that proper 
laws can be enacted, based on demonstrated relation- 
ships as well as medical opinion. Important questions 
may be solved by completion of the statistics, con- 
sideration of the patient’s view as to the cause of the 
accident, the medical history, autopsy findings, and 
careful observation of the ill driver in experiments 
and drivers’ tests. Co-ordination of investigative work 
should be effected as soon as possible. 

— Edith Schanche Moore 


Cosmetic Scars (Kosmetische Narben). A. Voct. Zbl. 
Chir., 1958, 83: 1114. 


AFTER THE EXCISION of keloids in negroes, who are 
allegedly predisposed to such formations, the wounds 
are frequently treated with lemon juice to prevent 
recurrence. This unconfirmed mode of therapy sug- 
gested the use of citric acid for cosmetic and prophyl- 
actic purposes. 

The author employed the following mixture: citric 
acid 60.0, sacch. amyl. 11.0, ascorbic acid 10.0, dis- 
tilled water, q.s.ad 1000.0. The dressings were kept 
saturated with thesolution for 14 days, great care being 
taken not to allow them to become dry even for a short 
period of time. This treatment was employed in 7 
patients who had undergone laparotomies. The second 
operation was required either for another intra- 
abdominal condition or for cosmetic effect. The 
keloids were excised and the wounds treated with 
compresses. With the exception of one case, no keloid 
formed. 

The encouraging results led the author to the use of 
this method after every operation whenever a good 
cosmetic effect was essential, for instance, after thy- 
roidectomies, after the excision of indurated scars, or 
in the repair of lacerations of the face. 

The prevention of the formation of keloids by the 
applications of citric acid is possibly caused by the 
acidity produced in the tissues. 

— Joseph K. Narat, M.D. 


Sepsis in Burns. Patrick CLaRkson and F. P. GREEN- 
WELL, Guy’s Hosp. Rep., Lond., 1958, 107: 86. 


‘TREATMENT OF SHOCK now reduces early burn 
mortality, and primary replacement therapy will 
usually maintain life for one week or longer even in 
the most severely burned. Sepsis now seems to be the 
most common cause of death in severe burns. 

Open treatment is favored in the children’s burns 
unit. Open treatment provides freedom from repeated 
dressings and attendant anesthetics. Less secondary 
infection and less full-thickness loss are likely to occur 
when a burn contaminated by the pyocyaneus strain 
has been covered. There is freedom from the toxemia 
seen in children with perineal burns covered by dress- 
ings. There is no restriction of respiratory movements 
by massive dressings. 

The authors point out that even when the closed 
treatment has been done by expert teams, with special 
provision for sterile air as well as other aseptic precau- 
tions, infection supervenes none the less in a high per- 
centage of cases. Serious invasion of sloughs by 
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pathogens appears to be inevitable under any system 
of treatment. Primary excision is, however, not ad- 
vised in burns of 40 to 50 per cent or more of the body 
surface as the excessive trauma of this procedure is not 
well withstood. Unless there is a positive blood culture 
or pyemia, the sloughs are removed toward the end of 
the third week. 

Sepsis was a major factor in 4 of 5 fatal cases; 2 
gave positive cultures, but none presented pyemic 
abscesses. 

Local antibiotics are advocated in the preparation 
of graft sites where infected granulation may take 
grafts poorly. —Carl Calman, M.D. 


The Relationship Between Air-Borne Bacteria and 
Organisms Recovered from Children in a Burns 
Unit. E. J. K. Penrxett, G. B. Skinner, and R. Knox. 
Guy’s Hosp. Rep., Lond., 1958, 107: 69. 


OvER A 6 MONTH period, air cultures and burn cul- 
tures were compared in order to evaluate the role of 
air-borne bacteria in cross infection occurring in 
wards and treatment rooms devoted to the care of 
burns. 

The Staphylococcus pyogenes, the organism most 
frequently found in burn cultures, is also constantly 
present in the air. The Pseudomonas pyocyanea, 
although frequently found in burns, was not isolated 
from any of the air cultures. The Proteus was found in 
the air on one occasion. 

Corridors outside of the burns unit contained more 
bacteria; however, the number of staphylococci was 
lower, and the strain was not identical with those in 
the burns unit. The identity of the air-borne bacteria 
and the organisms in the burns unit was established by 
phage typing, tube coagulase, mannitol fermentation, 
diffusible antigen, and antibiotic sensitivities. One 
patient was observed over a period of 3 months to 
retain her own strain of staphylococcus and did not 
become infected with the resident strain. 

There is little doubt that this resistant organism 
could be transferred by the air in the ward. An at- 
tempt to disinfect the air of one of the treatment 
rooms with formalin vapor for 24 hours was a failure. 

—Carl Calman, M.D. 


Hospital Laundry and Refuse Chutes as a Source of 
Staphylococcic Cross-Infection. Hurst, 
Moses GrossMAN, Frep R. INGRAM, and ALAN E. 
Lowe. J. Am. M. Ass., 1958, 167: 1223. 


Because of the present problem of hospital cross- 
infections the study conducted by these workers is a 
timely one. The prevalence of antibiotic-resistant 
organisms, particularly staphylococci, has resulted in 
re-evaluation of many hospital procedures as well as 
re-indoctrination of hospital personnel with basic sur- 
gical techniques. 

The authors have demonstrated that the laundry 
and refuse chutes of hospitals are a serious source of 
air-borne bacteria. That bacteria are ultimately dis- 
seminated throughout a hospital ward has been proved 
in this study by means of cultures and fluorescent 
particles. The exact means of transmission of the 
organisms to the hospitalized patient cannot be ac- 
curately determined. However, organisms cultured 
from the infections in the hospital at the time of this 


SURGICAL TECHNIQUE 403 


study were similar to the organisms that were isolated 
from the laundry and refuse chutes. 

The authors stress that there is a definite need for 
re-evaluation of isolation techniques in hospitals and 
that there should be a more rigid policy in the man- 
agement of sterilization methods as well as for conduct 
in the operating room. The authors are to be con- 
gratulated for adding information as well as creating 
a stimulus to all concerned in the solution of this 
problem. —Richard E. Gardner, M.D. 


Ristocetin and the Staphylococcus; Observations of 
Effects and Side-Effects in 17 Cases of Staphylo- 
coccic Pneumonia. Greorce L. Catvy and L. 
RicHARD ScHUMACHER. 7. Am. M. Ass., 1958, 167: 
1584. 


RisTocETIN, as used clinically by the authors, is a 
mixture of ristocetins A and B, isolated from the 
fermentation beer of a new species of Actinomy- 
cetaceae Nocardia lurida. Both components are active 
against gram-positive pathogens and this article is a 
report on the efficacy of this antibiotic in the treat- 
ment of 17 cases of antibiotic-resistant pneumonia 
due to a hemolytic, coagulase-positive Staphylococcus 
yielding phage type 54-42B-80/81. The intravenous 
dosage was 25 mgm. per kgm. of body weight daily 
and averaged between one and two grams daily when 
prompt, measurable, clinical improvement occurred. 
Treatment was given for 15 days and no side effects 
were noted. In 6 cases, 2 to 4 grams were given daily 
for 15 days, and there were 2 instances of mild thrombo- 
cytopenia and 3 of phlebitis. The drug is ineffective 
when administered orally: and painful and poorly 
absorbed when given intramuscularly. Since ristocetin 
is excreted by the kidney, renal integrity should be 
appraised in every instance. The very young, the 
very old, and those with kidney damage should all 
receive a reduced dose. 
—Sheldon Burman, M.D. 


Hematologic Complications Arising During Ristocetin 
Therapy; Relation Between Dose and Toxicity. 
EuGENE J. GANGAROSA, NATHANIEL S. LANDERMAN, 
Paut J. Roscu, and E. G. Hernpon, Jr. V. England 
J. M., 1958, 259: 156. 


RIsTOCcETIN, a new antimicrobial agent marketed 
under the trade name “Spontin,”’ has been shown in 
animal and in vitro experiments to have marked 
bacterial activity against gram-positive bacteria and 
myobacteria. This article reviews the cases of 10 con- 
secutive patients who were treated with ristocetin at 
Walter Reed Army Hospital and Bethesda Naval 
Hospital. 

Eight of the 10 patients had complications during 
the course of the therapy, including 3 instances of 
acute thrombocytopenia. In all, 4 of the 8 had platelet 
depression, 5 had neutropenia, 3 leucopenia, and 4 
acute anemia. All of the patients being treated had 
severe infections from various causes. 

The mechanism of the untoward effects of ristocetin 
therapy is discussed and the conclusion reached is that 
the drug probably exerts a direct peripheral toxic 
effect. This effect may be intensified in the presence of 
poor renal function since the kidney is a major route 
of excretion or detoxification of the drug. 
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The authors believe that the dosage is of importance 
in producing direct toxic complications. They advise 
that after an initial loading dose of 50 mgm. per 
kilogram of body weight, perhaps no more than 10 
mgm. per kilogram may be effective in maintaining a 
therapeutic level. The demonstrated effectiveness of 
ristocetin in enterococcal and staphylococcal infec- 
tions found to be resistant to other antibiotics justifies 
its continued use in the minds of the authors. 

—Leon A. Carrow, M.D. 


Treatment of Boils with Erythromycin and with 
E 129, Scott. Brit. M. 7., 1958, 


Tue well known propensity of strains of Staphylo- 
coccus aureus to develop resistance to the effects of 
bacterioidal and bacteriostatic drugs has been a major 
factor in the search for new antibiotics. The purpose 
of this report was to compare the efficacy of E 129 in 
the treatment of a relatively ‘‘standard’’ clinical in- 
fection, a furuncle, with that of an established anti- 
staphylococcal antibiotic, erythromycin, to which E 
129 is related. A comparison of the results of a placebo 
versus erythromycin and E 129 was made. As judged 
by established criteria, patients in both antibiotic 
treated groups recovered more rapidly and satis- 
factorily than the controls, and there was a slight 
advantage in favor of E 129. All strains of staphylo- 
cocci found in these patients were normally sensitive 
to both antibiotics and none of the strains which were 
cultivated again after 7 days’ treatment had acquired 
resistance to either of them. 
—Gordon Madding, M.D. 


ANESTHESIA 


General Anesthesia in Bronchoesophagology; A Re- 
view of Its Use in 4,000 Endoscopic Procedures 
Over a 10 Year Period. C. B. ScHoemperten. Dis. 
Chest, 1958, 33: 617. 


Ir 1s well recognized that local anesthesia is used by 
most endoscopists throughout the world. In recent 
vears, however, as the techniques of anesthesia have 
improved there has been a growing tendency to use 
general anesthesia in some areas. 

The author presents a review of 4,212 cases of 
endoscopy in which general anesthesia was used. The 
author discusses his methods in detail. Preoperative 
medication consisted of morphine and atropine in 
standard doses for age and weight. Atropine is not 
used in asthmatics. Children under 10 are given 
atropine alone; infants are given no premedication. 

Topical anestheisa in the form of 5 per cent cyclaine 
was used in the pharynx and the larynx. Pentothal 
alone was used in the aged and debilitated patient. 
The combination of pentothal and curare or curare- 
like drugs was given a fair trial, but the most common 
type of anesthesia was a combination of local and 
pentothal anesthesia. Ether alone was the anesthetic 
of choice in children of 10 or younger. 

The authors report one death in their series, a 25 
year old male with a severe status asthmaticus. Ether 
was supposed to be used, but inadvertently the patient 
was given curare and pentothal. He died of cardiac 
and respiratory arrest. 


In the hands of the author and his colleagues, 
general anesthesia for endoscopy seems to be a safe 
method and of merit in selected cases. 

—Harold M. Unger, M.D. 


Meperidine-Levallorphan in Anesthesia; A Study of 
sefulness of Such Mixtures in Supplementation of 
Nitrous Oxide-Oxygen-Thiopental Anesthesia. 
BERNARD R. Marcottus and Epiru R. Kepes. Am. 7. 
Surg., 1958, 95: 787. 


THE oBjECT of the study was to determine the useful- 
ness of meperidine-levallorphan mixtures in supple- 
mentation of nitrous oxide-oxygen thiopental anes- 
thesia. The study comprised 400 unselected patients 
who received nitrous oxide-oxygen-thiopental anes- 
thesia. One hundred patients received meperidine 
hydrochloride alone and 100 each received meperi- 
dine-levallorphan tartrate mixtures in ratios of 
100:1, 100:1.5, and 100:2 by continuous drip for 
supplementation of nitrous-oxide-oxygen-thiopental 
sodium anesthesia. 

The average milligram per minute requirements of 
both meperidine and thiopental were largest in the 
series of patients who received meperidine levallor- 
phan at the 100:2 ratio. This finding suggests that at 
this dose level, levallorphan interferes to some extent 
with meperidine anesthesia. 

The incidence of respiratory depression (rate under 
12) was 19.2 per cent in the ‘‘meperidine alone” 
series and ranged from 2.1 per cent to 4.1 per cent in 
the three series of patients who received the meperi- 
dine-levallorphan mixtures. 

The incidence of decrease in respiratory rates at the 
termination of surgery was considerably higher in the 
“meperidine alone” series than in the other three 
series. 

The findings presented suggest that the 100:1 ratio 
of meperidine to levallorphan is the combination of 
choice. — Mary Karp, M.D. 


Serial Changes in Tissue Carbon Dixoide Content 
During Acute Respiratory Acidosis, GzorcE 
ots, JR. J. Clin. Invest., 1958, 37: 1111. 


Dousts concerning the relation between the duration 
of exposure and location of carbon dioxide storage 
and the effects of carbon dioxide storage on the 
organism led to an examination of the carbon dioxide 
contents of several tissues in rats at varying times 
following exposure to an atmosphere containing 24 
per cent carbon dioxide in the air. Eighty-three rats 
were exposed in individual chambers for periods 
from one-half to 48 hours in such an atmosphere. At 
the end of this time the animals were sacrificed and 
various blood and tissue analyses were performed. It 
was found that there was considerable variability in 
the responses of the animals to this atmosphere, some 
rapidly becoming moribund while others after a few 
hours were able to move about and take food and 
water. All showed marked hyperpnea and lethargy 
intermixed with periods of extreme restlessness. This 
considerable variability was reflected in a similar 
variability in the analytic values for the tissue study, 
although certain trends were uniformly apparent. 
A prompt, profound respiratory acidosis with a 
marked rise in arterial carbon dioxide pressure and 
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total plasma carbon dioxide occurred. These changes 
were accompanied by a rise in the carbon dioxide 
content of both muscle and brain but no apparent 
change in the carbon dioxide of bone. 

In the extracellular fluids the carbon dioxide pres- 
sure rose in the first 30 minutes to 180 mm. of mercury 
and thereafter remained at approximately the same 
level for 48 hours. The plasma bicarbonate rose rapid- 
ly in the early hours of exposure but not as rapidly 
as the carbon dioxide pressure. However, plasma 
bicarbonate continued to rise at a slow but steady 
rate although the carbon dioxide pressure remained 
relatively stable. This early lag in bicarbonate accre- 
tion resulted in a very low pH after relatively short 
exposures, while the later rise in bicarbonate without 
an equivalent increase in carbon dioxide pressure 
resulted in some return of pH toward normal. 

Accumulation of carbon dioxide in brain and mus- 
cle followed curves quite similar to that found in 
plasma. The carbon dioxide content of the brain rose 
somewhat more rapidly and reached higher values 
than was the case in muscle. With exposures up to 5 
hours the curves of muscle and brain carbon dioxide 
paralleled the plasma carbon dioxide almost exactly. 
Beyond that time, however, the total carbon dioxide 
of these tissues remained stable while plasma carbon 
dioxide continued to rise slowly. In sharp contrast to 
these findings, the total bone carbon dioxide showed 
remarkably little change. 

The bone carbon dioxide values do not fit into the 
concept that all tissue carbon dioxide stores reach a 
rapid equilibrium with alveolar carbon dioxide pres- 
sure. Because of this the CO, concentration in extra- 
cellular fluid and in bone during the experiment was 
calculated. It was found that despite the marked 
increase in total carbon dioxide in the plasma, the 
concentration of CO; in the extracellular water fell 
65 per cent in the first 30 minutes of exposure due to 
the sharp fall in plasma pH. It remained at a low 
level up to 15 hours, then rose slowly as the plasma 
pH returned toward normal and the animals entered 
the phase of adaptation. The values of bone mineral 
carbonate also decreased. This decrease is more rapid 
in the early hours of exposure leveling off after 24 
hours. No rise is apparent at 48 hours. These data 
suggest that the bone mineral CO, is in equilibrium 
with the carbonate ion concentration of the extra- 
cellular fluids rather than with the alveolar carbon 
dioxide tension or the total carbon dioxide of the 
plasma. 

The increases in carbon dioxide content of muscle 
and brain noted previously were considerable. Al- 
though the increases in extracellular fluid carbon 
dioxide content of these animals were large, the total 
increases in carbon dioxide in these tissue samples 
could not be accounted for on the basis of changes 
in the extracellular concentration alone. Therefore it 
was apparent that the intracellular carbon dioxide 
content must have changed. Hence concentration of 
bicarbonate, carbonic acid, and hydrogen ion in the 
intracellular water of both muscle and brain was 
calculated. It was found that bicarbonate ion con- 
centration in both brain cells and muscle fibers in- 
creased rapidly, reaching a plateau after 3 hours of 
exposure. This accumulation of bicarbonate was simi- 
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lar in both cell types except during the 30 minutes 
of exposure when the brain cell bicarbonate almost 
doubled while the muscle fiber bicarbonate did not 
change appreciably. A sharp rise in bicarbonate in 
the latter tissue cell occurred between 30 and 60 
minutes. The pH of both these cells fell precipitously 
in the first 30 minutes as did the plasma pH. The 
fall in muscle cells was much greater, however, than 
that seen in either brain or plasma. After one hour 
the muscle cell pH had risen again to the same level 
as that of the brain cells, and from then on both re- 
mained relatively constant at a level considerably be- 
low the controls. The constancy of the pH of these 
cells even after 48 hours of exposure is in contrast to 
the slow rise in plasma pH which seems to occur over 
similar periods during which the animals are showing 
evidence of adaptation to the carbon dioxide load. 
—E. Thomas Boles, Jr., M.D. 


Promethazine as a Preanesthetic. Emit G. PisERcHIA. 
J. M. Soc. N. Fersey, 1958, 55: 261. 


THE AUTHOR has used promethazine in 382 consecu- 
tive patients as a preanesthetic sedative; 165 patients 
received 50 mgm. of promethazine, 50 mgm. of 
meperidine hydrochloride, and 0.4 mgm. of scopola- 
mine. The drugs were added to the syringe in the 
order named, and administered in one dose intra- 
venously. 

Children weighing less than 40 pounds received 
from 12.5 to 20 mgm. of promethazine. Atropine was 
injected intravenously. Seventy-seven of the opera- 
tions were performed under general anesthesia, 23 per 
cent under spinal anesthesia. 

The author noted no significant change in blood 
pressure, pulse, or respiration. Narcotics were reduced 
to one-half the usual dosage. The total amount of 
anesthetic agent was reduced. The sedative properties 
of promethazine were adequately demonstrated. Six- 
teen per cent of the patients were inadequately se- 
dated. Eighty-six per cent of the children were ade- 
quately sedated. The elimination of barbiturates was 
thought to be an advantage. 

—Charles E. Workman, M.D. 


Anesthetic, Circulatory, and Respiratory Effects of 
Fluothane. Tuomas K. Burnap, STEPHEN J. GALLA, 
and Leroy D. Vanpam. Anesthesiology, 1958, 19: 307. 


ONE HUNDRED and two patients were selected at 
random from operating lists and given fluothane 
anesthesia. The preoperative administration of anal- 
gesics and sedatives in large doses was avoided so that 
the pharmacologic effects of fluothane would not be 
obscured. Conventional anesthetic techniques were 
employed. Induction and emergence were in general 
uneventful. Fluothane was demonstrated to be a pro- 
found circulatory and respiratory depressant. The 
circulatory depression appeared to be both central 
and peripheral in origin and related directly to the 
depth of anesthesia. Depression was most common and 
severe when a closed technique was used. Arrhyth- 
mias were encountered with all techniques. Respira- 
tory depression was always present and was mani- 
fested by tachypnea, a diminution in tidal volume, 
and elevation of end-expiratory carbon dioxide pres- 
sure. Metabolic studies suggested that fluothane 
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interferes with glucose phosphorylating mechanisms 
in a manner similar to ether and cyclopropane. 
Evidence of direct hepatic toxicity was not found, but 
caution in the administration of fluothane to patients 
with hepatic cellular disease is suggested. 

—W. Foster Montgomery, M.D. 


~~ Block at the Wrist of the Great Nerves of the 
and, Preston J. Burnuam. 7. Am. M. Ass., 1958, 

167: 847. 

THE AUTHOR describes his technique of regional block 
at the wrist for patients who require repair of injuries 
distal to this area. The author believes that common 
crrors in the administration of “local anesthetics” in- 
clude too rapid insertion of the solution, the eliciting 
of paresthesias due to actual contact with the nerve, 
and the insertion of local anesthesia directly into 
lacerated wound edges. He believes that regional 
block anesthesia should be complete, painless, and 
bacteriologically safe. Only minimal amounts of 
solutions need be used and injection into nerves 
should be avoided. When only one digit needs to be 
anesthetized, the author blocks the digital nerves in 
the palm. When more than one digit is to be anesthe- 
tized and a tourniquet is not to be used, he suggests a 
regional block of the nerves at the wrist. 

The author has provided diagrams of the anatomy 
of the radial, median, and ulnar nerves at the wrist 
and describes his technique of blocking these nerves. 
The solution used is a 2 per cent lidocaine (xylocaine) 
hydrochloride with a 1:200,000 concentration of 
epinephrine. A 2 ml. syringe is used for the block of 
one nerve or a 5 ml. syringe for the blocking of two 
nerves. After insertion of the anesthetic 10 minutes are 
allowed to elapse before testing the patient for anes- 
thesia. The anesthesia should be satisfactory for at 
least 2 hours. 

The technique described has been used by the 
author successfully in 38 consecutive blocks during the 
past year. — John H. Schneewind, M.D. 


Controlled Hypothermia. Pameta M. He tinos. Brit. 
M. F., 1958, 2: 346. 


‘THE AUTHOR reports the results of investigation and 
application of techniques, and summarizes the value 
of hypothermia used in the treatment of 123 neuro- 
surgical cases from November, 1956 until December, 
1957. One hundred seventeen cases were treated by 
surface cooling which provided the following ad- 


vantages: (1) simplicity of operation with a minimum 
of assistance and complicated equipment; (2) satisfac- 
tory control with predictability of cooling times; and 
(3) limitation of the number of drugs necessary. 
During the series no death occurred that was di- 
rectly attributable to the use of hypothermia, and it 
was therefore concluded with some certainty that, 
provided the body temperature is not lowered below 
30 degrees C., the improved operating conditions pro- 
duced by hypothermia may be obtained at a small 
increased risk when compared with the use of a general 
anesthetic alone. © —W. Foster Montgomery, M.D. 


Hypothermia in Thoracic and Thoracoabdominal 
Surgery; Use of Light Cooling as an Adjunct to 
Anesthesia in Poor Risk Patients, LyMan A. BREWER, 
III and Epwarp L. Kine. Am. 7. Surg., 1958, 96: 137. 


THE AUTHORS are concerned with the efficacy of hypo- 
thermia in cardiovascular, thoracic, and thoraco- 
abdominal surgery, and because of the apparently 
sound physiologic basis for its use, a study was made. 
A series of 18 patients considered to be poor risks for 
anesthesia under normothermic conditions was stud- 
ied in which extensive thoracic and thoracoabdominal 
surgery was performed under hypothermia (30 to 33 
degrees C.). This group of patients represented ap- 
proximately 5 per cent of the entire group operated 
upon during the same period. The authors’ indica- 
tions for hypothermia in this series were: 

1. Cardiac indications—previous infarction, auric- 
ular fibrillation, myocardial insufficiency, and failure 

2. Respiratory indications—low maximum breath- 
ing capacity and pulmonary reserve from various 


-causes resulting in an actual or threatening hypoxic 


state 

3. Generalized arteriosclerosis 

4. Hepatic or renal insufficiency 

5. Trauma 

6. Infection. 

The advantages of hypothermia in these patients 
appeared to be better oxygenation of the blood stream 
during surgery, reduction in the amount of anesthesia 
needed for prolonged operations, and less stress from 
the operation. 

The disadvantages were: 

1. Low blood pressure of surgery 

2. Cardiac collapse during mediastinal dissection 

3. Delayed postoperative shock or cardiovascular 
collapse. —Gordon Madding, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Ultra-Short (Millisecond) Timing in Roentgen Diag- 
nostic Procedures Including An poaenaey 
Comparison of Dynapulse and Impulse Timing. 
Barton R. Younc, Rosert B. Funcu, Jay W. 
MacMoran, Hersert M. SraurFer, and J. OpPEN- 
HEIMER. Am. 7. Roentg., 1958, 80: 375. 


THE AUTHORS have made an extensive clinical and 
physical comparison of ultra-short and conventional 
timing procedures in diagnostic roentgenography. 
They have used a dynapulse apparatus which gives 
exposures by a controlled electron flow in a vacuum 
tube on the high tension side of the secondary circuit 
of the roentgen ray generator. This apparatus has 
enabled them to make exposures as short as 1/2,000 of 
a second; however, their article principally compares 
exposures of 1/1,000 of a second from the dynapulse 
with those obtained at 1/120 of a second from stand- 
ard impulse timers. Experimentally, it was found that 
the 1/1,000 of a second time would stop motion of 80 
cm. per second, which approaches the maximal blood 
flow rate, while the 1/120 of a second exposure would 
stop motion of only 20 cm. per second. 

Clinically, they were unable to detect any advan- 
tage in chest roentgenography even in children where 
motion is often a great problem. In cerebral arteriog- 
raphy and in angiocardiography, the diagnostic qual- 
ity of films exposed at the two different times was like- 
wise identical. They state there is a theoretical consid- 
eration that the ultra-short timing might show the 
physiologic “‘jet” of septal defects; however, they have 
not as yet demonstrated this clinically. They conclude 
that certainly the ultra-short exposure with results in 
sharper detail does not obviate the need for rapid 
serialographic studies. 

—Frank R. Hendrickson, M.D. 


dy Some Advantages and Disad- 
vantages. Mervin M. Fictey. Am. 7. Roentg., 1958, 
80: 313. 


ALTHOUGH splenoportography may be performed by a 
variety of simple techniques, the data concerning 125 
attempts by the authors of this report, as well as the 
data they have accumulated from the work of others, 
do not support their generally favorable assessment of 
the advantages of the procedure. These authors do not 
require apnea except during manipulations of the 
needle; they use a technique of serial filming with an 
automatic device; they recommend scout films and 
test injections of small doses to ascertain the positions 
of the needles. Nevertheless only two-thirds of the 
attempts produced adequate splenoportograms. In 
one-sixth there were complete failures, and in a like 
number the opacification was suboptimal. There is an 
unassessable risk of hemorrhage, which seems to 
average about 200 to 300 c.c. per each attempt, and in 
one patient 1,500 c.c. of transfused blood were re- 
quired to replace the loss. 

On the other hand, clear splenoportograms lend 
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themselves to straightforward interpretations. The 
lack of sustained back-flow into splenic or portal 
venous tributaries indicates lack of portal obstruction 
or hypertension, although it is no indication of lack of 
hepatic disease. 

It may be difficult to differentiate portal obstruc- 
tions because of impairment of the outflow through the 
hepatic veins and cirrhotic or other intrahepatic ob- 
structions of the portal vein. When seen, the picture 
of a small liver with small and tortuous intrahepatic 
portal radicles is quite typical of cirrhosis. 

The principle indications for splenoportography 
are the demonstrations of extrahepatic occlusions of 
the splenic or portal veins, and the presence of masses 
within the liver. The liver may be irregularly opaci- 
fied and the unevenness of the contrast material, of 
either low density or high concentration, suggests 
space-occupying lesions. However, for obstructive 
lesions of the veins as for variations in the hepato- 
grams, only positive findings are significant. 

—Leonard D. Rosenman, M.D. 


Oral Renografin 76 Per Cent; A Contrast Medium for 
Examination of the Gastrointestinal Tract. HAROLD 
G. Jacosson, JEROME H. SHapiro, and MaxweE Lt H. 
Popre.. Am. 7. Roentg., 1958, 80: 82. 


ForTY-FIVE PATIENTS were subjected to various 
gastrointestinal examinations with oral renografin (76 
per cent). Undiluted material was usually used, but a 
50 per cent dilution with water produced adequate 
radiopacity. There were no toxic effects observed. 

Two patients had significant excretion of the ma- 
terial through the urinary tract, producing excellent 
visualization of the kidneys and urinary bladder. This 
indicates the possibility of systemic toxicity. 

Oral renografin (76 per cent) is the first water- 
soluble contrast material developed for the purpose of 
examining the gastrointestinal tract. It is useful in 
examinations when barium is contraindicated, as in 
obstructions and impending perforations, or in possible 
leakage from any cause. It has an advantage in the 
examination for foreign bodies in the pharynx and 
esophagus because it does not obscure the foreign 
body or coat it with opaque material. It cannot be 
used to demonstrate mucosal patterns in the small 
bowel because the small intestinal fluids dilute it to a 
point where it is not opaque enough. Its main dis- 
advantage is its cost, at least at the present time. 

—Flora Brown Wurtz, M.D. 


Rediesinseneupoae in the Study of Motility of the 

Normal and Pathologic Urinary Tract (La radio- 
cinématographie dans l’étude de la motricité de 
Pappareil urinaire normal et pathologique). M. Norx. 
Acta urol. belg., 1958, 26: 5. 


RaDIOCINEMATOGRAPHY is represented as a third 
stage in the evaluation of urinary tract motility, fol- 
lowing pyeloscopy and kymography. Studies of the 
causes and extent of urinary tract disease have been of 
experimental interest since 1923. About 3 years ago 
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image intensifiers were developed which permitted 
the production of multiple well delineated pictures 
without increasing the x-ray exposure. Fine grained 
film was used in a 16 mm. motion picture camera for 
this work, with four to forty-eight images per second, 
depending upon how kinetic the activity of the urinary 
tract became. Mobility of the film unit allowed com- 
plete observation of the elaboration and flow of urine 
from the kidneys to the bladder. 

In opacifying the upper tracts, although excretory 
urographic dyes produced variable contrasts, true 
physiological or pathological motility could be ob- 
served. With instrumental introduction of the opacify- 
ing media, the contrast was excellent and the entire 
ureter, as well as the kidney, could be seen, yet the 
true motility was altered. Hyperkinetic renal action 
with rhythmic rapidity was noted after the retrograde 
injection of dye. Alternating systole and diastole of the 
renal calyces, pelvis, and ureter were demonstrable. 
Presacral pneumography improved the contrast in 
these examinations. Bladder examination was satis- 
factory by excretory or instrumental means, and pre- 
micturition peristaltic bladder activity was seen. 

By this method urinary tract infections and stones, 
as well as modifications of the activity and shape were 
studied. Postoperative examinations, especially after 
plastic procedures, were most illuminating. 

—Henry Ritter, M.D. 


Urinary Tract Radiocinematography in Children 
(La radiocinématographie urinaire en pédiatrie). M. 
Nor. Acta urol. belg., 1958, 26: 23. 


ONE HUNDRED PATIENTS with urinary tract disease at 
various levels were studied over a period of 2 years by 
means of radiocinematography. The size of the adult 
subject frequently led to poor visualization, because of 
low sensitivity of the film emulsion unless heavy ex- 
posures of prolonged duration were employed. Such 
exposures created a severe radiological hazard. Short 
exposures, also, did not adequately delineate the slow- 
moving renal apparatus. A 16 mm. motion picture 
camera was fitted with an image intensifier for these 
studies to reduce exposure hazards. Secondary radia- 
tion necessitated use of a grid to prevent glare in the 
picture. The optimum field size was found to be 13 
cm. in diameter which gave adequate visualization of 
both kidneys and ureters in children up through 11 
years of age. Low intensity exposure, facility of usage 
(even a portable machine), low absorption of radiant 
energy by the patient, and good monochromatic 
organ density delineation were listed as advantageous. 

In adults, a larger (26 cm.) screen size produced an 
image of poor intensity, whereas, the clearer 13 cm. 
field was limited to unilateral renal examination, 
which was adequate in retrograde studies but awk- 
ward in bilateral excretory urography. Breathing also 
caused even the one kidney to move out of the field. 
Lower ureteral and bladder visualization was better 
because of the size of area examined and restricted 
organ motion, 

With intravenous urography in children, radio- 
cinematography demonstrated the drainage and 
motility of both the renal pelvis and ureter. A basis for 
explanation of the congenital anomalies was thus 
offered. The mechanism and evolution of obstructive 


diseases, such as stenosis, aberrant vessels, and atony 
were observed, as well as of renal failure and ascend- 
ing infection. Vesicoureteral reflux was also con- 
sidered. 

These important studies played leading roles in in- 
dicating the need for, and the type of, corrective 
surgery. Emphasis was placed on the safety of this 
technique and its role in the complete urological 
examination. —Henry Ritter, M.D. 


Helpful Hints in the Roentgenographic Diagnosis 
and Differential Diagnosis in Cases of Intraspinal 
Space-Occupying Lesions (Zur réntgenologischen 
Diagnose und Differentialdiagnose der intraspinalen 
Tumoren). W. T6nnis, G. FRIEDMANN, and K, Nirt- 
NER. Fortsch. Roentgenstrahl., 1958, 88:288. 


Two HUNDRED AND FOUR Cases of surgically proved 
intraspinal neoplasms are discussed with reference 
to their location, their histologic type, and their diag- 
nostic features. Of these cases three-fifths were intra- 
dural, one-fifth intramedullar, and one-fifth extra- 
dural tumors. Histologically, meningiomas and 
neurinomas were most common (58 of each), followed 
by gliomas (24), ependymomas (14), sarcomas (18), 
and angiomas (22); the lipomas and epidermoids 
(5 each) were the least common in the series here 
described. 

Roentgenographic diagnosis alone is not of much 
use in early detection of intraspinal tumors; it is useful 
only when combined with other clinical and labora- 
tory studies. The roentgenographic indirect tumor 
signs consist of (1) changes in the shape of the neural 
arch attachment, (2) increase in the intrapendicular 
distance, and (3) widening of the intervertebral 
foramina. The values in millimeters for the aforemen- 
tioned measurements have been investigated by Els- 
berg and Dyke and have been proved to be constant 
in different regions of the spine. Therefore even small 
1 to 2 mm. aberrations from those values are indica- 
tive of pathologic processes within the spinal canal. 
Long-lasting degenerative processes of the spine, e.g., 
osteoporosis or scoliosis may also be indicative of 
tumors if other causative agents can be excluded. 
These indirect signs, however, are found to be present 
in only 10 per cent of the patients with intramedullary 
tumors and in 30 to 50 per cent of the patients with 
extramedullary tumors. 

An absolute prerequisite for roentgenographic diag- 
nosis of intraspinal tumors is a careful physical and 
neurological investigation including examination of 
the cerebrospinal fluid, because only then can the 
radiologist concentrate on the examination of the 
suspected vertebrae for minute changes. This can be 
readily seen from the fact that of 180 tumors proved by 
the use of specific radiographic techniques, e.g., body 
section radiography and spot film radiography, only 
55 (30 per cent) were pathologic changes found on 
routine roentgenograms of the spine. 

In comparing the position, the location, and the 
extension of the different space-occupying lesions, 
even with the benefit of knowing the patient’s history 
and complaints, the physician must admit that there 
are very few guides which can be used in the condi- 
tional diagnosis of different types of tumor. The 
gliomas and sarcomas of the epidural space are mostly 
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found in the upper thoracic region and in the area of 
the lower neck; the ependymomas and the epider- 
moids, however, prefer the lower thoracic and lumbar 
regions. The number of involved vertebrae may also 
be used as a rough differentiating factor: in cases in 
which three or more vertebrae are involved, gliomas, 
sarcomas, ependymoma, or epidermoids should be 
suspected, whereas if only one or two segments are 
affected, the lesion may be a meningioma or neuri- 
noma. The latter usually produce unilateral involve- 
ment, whereas the other tumors involve the spine 
bilaterally. 

From the clinical findings and the important points 
of the patient’s history, combined with the roentgeno- 
graphic evidence, the type of tumor may be postu- 
lated. Malignant lesions are recognized by symptoms 
of transverse myelitis in the midthoracic region and 
flaccid paralysis from the waist down; sarcomas of the 
cervical region manifest themselves as unilateral 
paretic spasticity of the upper extremity combined 
with radicular pain. The benign extramedullary 
neurinomas and meningiomas bring about a trans- 
verse myelitis which begins either segmentally or 
develops in a slowly ascending fashion, reaching a 
plateau of sensitivity disturbances. Initial radicular 
pain accompanies neurinoma, whereas a complete 
transverse myelitis without any roentgenographic 
changes would point to meningioma as the causative 
agent. —T. M. Vitols, M.D. 


Gonadal Exposure Dose from Diagnostic X-Ray Pro- 
cedures. ARNOLD FELDMAN, GEORGE C. Bascock, 
Raymonp R. Lanier, and Dimitry Morxovin. Radi- 
ology, 1958, 71: 197. 


THE AUTHORS have undertaken an extensive study of 
gonadal exposure to radiation in order to provide the 
clinicians of their institution with information to be 
considered when examinations are requested. Their 
studies were carried out on patients actually under- 
going examinations as well as on phantoms and ca- 
davers. In general, their results agree well with other 
published reports. 

They emphasize the great reduction in the gonadal 
dose which can be achieved with careful work and 
proper apparatus. Their study of exposure outside of 
the beam of the useful irradiation suggests that even 
more consideration be given to proper diaphragming 
to limit the irradiation to the part of interest. While 
local shielding may protect the gonads from direct 
irradiation, it plays little part in reducing their ex- 
posure to scattered radiation. It is further emphasized 
that the proper use of higher kilovoltage with ade- 
quate filtration, in addition to the use of both screens 
and films of adequate speed, is necessary. 

The authors conclude by stating that there is still a 
great need for more data on the gonadal exposure 
dose from diagnostic x-ray procedures on children, 
and for improvement in instrumentation. Certainly, 
the range of variation of exposure from one institution 
to another makes direct adaptation of any “standard” 
data impossible. It is therefore recommended that 
many institutions should perform similar studies in 
order to ascertain the range of variation of exposure to 
which patients are being exposed. 

 —Frank R. Hendrickson, M.D. 
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An Estimate of the Potential Leukemogenic Factor in 
the Diagnostic Use of X-Rays. J. H. Martin. Med. 
J. Australia, 1958, 2: 157. 

THE AUTHOR attempts to determine whether the 

amount of radiation delivered to the bone marrow by 

diagnostic procedures has any relation to the inci- 
dence of leukemia. 

The amount of radiation delivered to the bone mar- 
row of the population from the diagnostic use of x-rays 
was estimated by using calculations previously listed 
by the author concerning the. distribution of the ap- 
proximately 4,600,000 x-ray examinations per year in 
Australia. Skin doses involved in the various exami- 
nations were used as a basis for computing the bone 
marrow dose, with standard cross section charts for 
position of the marrow, and distribution of the mar- 
row in the adult was accepted as follows: spine 25 per 
cent, ribs and sternum 33 per cent, pelvis 33 per cent, 
and skull 9 per cent. A more general distribution was 
allowed in children. 

In spite of the low dosage involved, roentgeno- 
grams of the chest contributed a large fraction of the 
dose to the bone marrow. It was estimated that about 
a quarter of the 7,000,000 people over the age of 14 
years are examined by mass miniature chest roentgen- 
ography each year, and also that screening work 
amounted to approximately 5 per cent in all exami- 
nations carried out. Such calculations indicated that 
the contribution of diagnostic roentgenography is 
about the same as that due to unavoidable exposure. 

Using the calculation of Lewis (1957), indicating 
the probability of the induction of leukemia to be be- 
tween 0.000001 and 0.000002 per person per radiation 
per year, and assuming the number of years of expo- 
sure to be 34, the author found that only about 5 per 
cent of the cases of leukemia could be due to the diag- 
nostic use of x-rays. 

Between 1936 and 1956, the use of x-ray film for 
medical purposes in Australia increased by a factor of 
9 and exposure decreased by a factor of 5 because of 
increased sensitivity of the films and screens. Thus, 
the incidence of leukemia due to diagnostic roentgen- 
ography in 1936 would have been about half of that at 
present; that is, again, of the order of 5 per cent of the 
total incidence. 

This information indicates that causes other than 
the diagnostic use of x-rays must be sought to explain 
the large increase in the incidence of leukemia in the 
adult population. 

—Lois Cowan Collins, M.D. 


MISCELLANEOUS 


The Contribution to the Gene Material of the Popu- 
lation from the Medical Use of Ionizing Radiations. 
J. H. Martin. Med. 7. Australia, 1958, 2: 79. 


IN CALCULATING THE DOSE of radiation from various 
sources to the gonads, a 30 year period was used 
inasmuch as most children in Australia are born of 
parents under the age of 30 years. Thus, the genetic 
consequence of radiation would not be important 
when the radiation occurred after that age. Patients 
treated for malignant disease were included, assuming 
that survivors of treatment enjoy the same prospect of 
subsequent parenthood as the normal population. 
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The average dose of radiation to the gonads derived 
from various sources in 30 years is as follows: natural 
radiation 3,000 millirems, body radiation 1,000 milli- 
rems, occupational exposure 20 millirems, diagnostic 
x-rays 4,760 millirems, therapeutic radiation 830 milli- 
rems, and luminous watches 2 millirems. Thus, diag- 
nostic x-ray was the largest single source and, in view 
of the possible genetic consequences, this dose should 
be reduced by technical changes and strict criteria of 
the necessity for diagnostic examinations and treat- 
ment of nonmalignant conditions. It is noteworthy, 
however, that exposure to the gonads resulting from 
chest examinations constituted less than .1 per cent 
of the total gonad radiation due to medical use of 
the x-rays in spite of the high number of chest ex- 
aminations. —Lots Cowan Collins, M.D. 


The Problem of Radiation Hazards in Medical Insti- 
tutions (Physikalisch-technische Probleme des Strahl- 
enschutzes in medizinischen Anlagen). W. Lorenz. 
Fortsch. Roentgenstrahl., 1958, 88: 251. 


‘THE PROBLEMS of ionizing radiation, its effects on the 
patients, and the prevention of possible damage to the 
people involved in handling radioactive equipment 
are of great concern to the medical profession because 
of the extensive use of such equipment for diagnostic 
and therapeutic purposes. The potential radiation 
hazards may be grouped as follows: 

1. Radiation damage to the gonads (gonadal dose). 

2. Radiation damage to body tissue other than 
germ cells: 

a. skin or surface damage (surface or skin dose). 
b. damage to somatic cells (volume dose). 

It is very important to keep the above divisions sepa- 
rate because the damage done to the gonads will affect 
future generations, whereas the radiation absorbed by 
other body tissues affects only the individual involved. 

To protect the employees and patients of a radio- 
logical institution the following points should be kept 
in mind: 

1. Use faultless equipment which is regularly 
checked for major and minor defects. 

2. Employ well-trained radiologists and _techni- 
cians. 

3. Instruct all service personnel in regard to the 
danger of radiation injuries and stress safety measures. 


4. Check gamma ray emitters for possible container 
leakage. 

5. Calculate and record skin dosage. In the hands of 
well-trained radiologists the diagnostic procedures of 
today do not carry any danger to the somatic tissues of 
the patient’s body. If it were practicable it would be 
very important to measure instead of calculate the 
exact radiation dose received on body surface. Such 
measurements were made on patients who had chest 
roentgenograms in the Rontgen und Strahlen Institut 
of the Johannes Gutenberg Universitat at Mainz, and 
the results were as follows: 

Calculated maximal dosage 0.9 roentgens-4.7 roent- 
gens (100 per cent) 

Measured maximal dosage 0.3 roentgens-1.8 roent- 
gens (11-52 per cent) 

Although the results varied with different operators 
and in different cases, the measured exposure shows, 
in any case, a very great difference. These exact 
measurements are for the time being only of scientific 
interest, as they are very time-consuming and equip- 
ment-consuming. It is, however, important that the 
estimated or calculated skin dose be recorded and 
included in the patient’s diagnostic report; the record- 
ing is an absolute necessity if the diagnostic procedure 
has involved the gonads or adjacent areas. 

6. In cases of diagnostic or therapeutic procedures 
involving the areas adjacent to the gonads, the latter 
should be protected by lead shields and the radiol- 
ogist should personally supervise the procedure. 

7. The service personnel on the stations where pa- 
tients with implanted gamma-ray emitters are 
hospitalized should be protected from stray radiation 
by the wearing of protective clothing and no visitors 
should be allowed as long as the patient is potentially 
radioactive. 

Those who publish articles about radiation hazards 
should realize that diagnostic and therapeutic pro- 
cedures involving ionizing radiation are necessary and 
often life-saving if carried out by competent radiol- 
ogists, by well-instructed personnel, and with good 
equipment; the public should therefore not be made 
more radiation-conscious than it already is. Unneces- 
sary fear of radiation exposure may destroy the pa- 
tient’s confidence in his physician. 

—T. M. Vitols, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Blood Volume After Plasma and Blood Transfusions 
(Das Blutvolumen nach Plasma—und Bluttransfu- 
sionen). Ernst and K. W. ScHNEIDER. 
Deut. med. Wschr., 1958, 83: 1117. 


BLOOD VOLUME Cannot be estimated by the determina- 
tion of hemoglobin or hematocrit and by the blood 
count. Evans Blue or isotopes such as P*? or Cr®! must 
be used for determination of the active blood volume. 

A relative increase of plasma volume may simulate 
anemia. Conversely, too great numbers of erythro- 
cytes and too high hematocrit values are found when 
shock produces hemoconcentration. 

The authors determined the active plasma and 
blood volume after 84 plasma transfusions and 49 
blood transfusions. 

In the authors’ experience the Evans Blue method 
and the employment of isotopes, especially P*, fur- 
nish practically identical results. The blood volume 
calculated from the plasma volume and hematocrit is 
nearly the same as the one calculated from determina- 
tion of the plasma volume by the dye method and of 
erythrocytes by P®. Likewise, the erythrocyte volume 
determined directly by P® corresponds to the one 
determined indirectly by the dye method and hemat- 
ocrit. Concurrent determination of the blood volume 
by Cr®! and dye and hematocrit also furnished practi- 
cally identical results. 

Plasma or blood volume determinations were made 
before and within 18 hours after the transfusion. 

The average amount of transfused plasma was 450 
ml. In 62 per cent of the patients an increase of plasma 
volume, averaging 413 ml., was found, while in the 
remaining 38 per cent no change took place. This 
phenomenon may be due either to the accumulation 
of plasma in the capillaries or to its extravasation. An 
increase of plasma volume was observed in cases in 
which the amount of plasma before transfusion was 
relatively low. 

A rise in blood volume was recorded in 47 per cent 
of the patients after blood transfusion. This rise was 
observed mostly in patients with relatively low blood 
volume before transfusion. 

If vascular insufficiency is complicated by oligemia 
and shock symptoms, plasma is preferable to blood 
because a transfusion of the latter may lead to tubular 
insufficiency of the kidneys. Therefore the authors 
resort to plasma transfusions in the treatment of 
severe hemorrhages from esophageal varicosities or 
peptic ulcers. — Joseph Kk. Narat, M.D. 


Blood Groups and Disease—Hard Facts and Delu- 
sions, ALEXANDER MAnuiLa. 7. Am. M. Ass., 1958, 
167: 2047. 


THE PossiBILITY that people who differ with respect to 
the A, B, and O blood groups might differ in their 
susceptibility to such diseases as carcinoma of the 
stomach, duodenal and gastric ulcer, pernicious 
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anemia, and diabetes mellitus has been much studied 
of late. A critical analysis of the information so far 
collected shows, however, that much of it cannot be 
accepted without serious reservations and that some of 
it is probably worthless. Since blood groups are in- 
herited, their distribution in small communities is 
sometimes determined by the predominance of certain 
family or ethnic units. It is extremely difficult to find 
a series of healthy people that will be truly com- 
parable to a series of patients with a given disease. 
The statistical methods used can yield valid results 
only when sound methodology provides reliable data. 
Failure to observe this axiomatic principle explains 
much of the present confusion in research on blood 
groups and disease. 

Until more trustworthy evidence is available, judg- 
ment should be reserved. The wide and unqualified 
support given to the view that an association exists 
between groups A, B, and O and certain diseases may 
be proved warranted by future research, but at present 
it is based largely on speculation. 

— Benjamin Goldman, M.D. 


Shock in Sepsis. CLARE G. PETERSON and WILLIAM W. 
KRrIpPAEHNE. Am. 7. Surg., 1958, 96: 158. 


‘THE MOST COMMON pattern of death in surgical patients 
is death in sepsis, a complex of reactions that is 
discussed by the authors. The multiple mechanisms 
involved in septic shock are dealt with individually. 
Of the 202 cases studied 68 were classified as death 
in sepsis, although it was seldom possible to connect 
fatality with infection alone. 

The shock mechanisms are discussed including the 
alterations in blood volume which occur as a result 
of increased capillary frigidity and capillary cell 
and membrane permeability in the zone of injury. 
In the treatment the individual patient’s require- 
ments for blood volume replacement must be an- 
ticipated and accurately carried out in terms of 
both volume and time. As healing takes place and 
the resorption phase begins, the hazard of an over- 
load in fluid volume in the recovery phase of the 
process is of major importance. 

Red cell mass is destroyed at a rapid rate in some 
infections because of the extreme rates of hemolysis 
brought about by the production of acute circulatory 
failure caused by the decreased blood volume. 

Extracellular fluid depletion can add materially 
to the shock of sepsis and must be corrected since 
such shock will not respond to whole blood, cortisone, 
or noradrenalin infusions. 

In the presence of sepsis, shock, and hyperthermia 
both the normal heart and the damaged one suffer, 
but the indications for digitalis therapy must be more 
carefully assessed in patients with infection and shock. 
The authors present clinical evidence that accurate 
blood volume replacement, neo-synephrine hydro- 
chloride, noradrenalin titrations, and short term 
intravenous hydrocortisone therapy have been im- 
portant factors in the survival of patients in shock 
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who were unresponsive to blood volume replacement 
alone. In addition the authors cool the hyperthermic 
patient to normothermic levels. 

Simultaneously with the treatment of shock and 
the reversal of hyperthermia the treatment of the 
infection with specific antibiotics when available 
should be carried out. —Gordon Madding, M.D. 


The Relation of Concomitant Disease to the Occur- 
rence and Management of Trauma. Cuar_es S. 
TANNENBAUM. Am. 7. Surg., 1958, 95: 897. 


IN ORDER TO study the possible relationship between 
concomitant disease and trauma, the author studied 
the records of two groups of patients admitted to the 
wards of the Massachusetts General Hospital during a 
recent one-year period. One group of patients had 
been admitted for trauma, the other was admitted for 
all other reasons. Concomitant disease both as a cause 
of trauma and as a complication in its management 
apparently is of statistical significance. 

Fifty-five per cent of all injuries were fractures, 48 
per cent occurring in persons aged 60 of more. Of all 
patients suffering from trauma 9.2 per cent presented, 
at admission, concomitant disease requiring immedi- 
ate recognition and treatment. Alcoholism, convulsive 
disorders, and diabetes mellitus were the most frequent 
complicating conditions in that order. There was 
definite under-reporting of the contribution of con- 
comitant disease to trauma production for two reasons: 
(1) the “possible contributory” concomitant diseases 
were not included in the final consideration; and (2) 
in certain instances case histories hinted at a defect 
which could have contributed yet it was never diag- 
nostically proved to be present, or was never entered 
thereafter as a discharge diagnosis. 

Of 350 patients with a discharge summary, there 
was an unequivocal diagnosis of concomitant disease in 
78. In 32 of these, it was decided there was no con- 
tribution of concomitant disease to the trauma. In 14, 
there was a possible contribution, and in 29 there was 
a definite contribution, representing 8.2 per cent. 

This study demonstrates that the association of con- 
comitant disease with the production and management 
of accidental trauma can be quantitated. Its practical 
implications indicate that trends do exist in the hos- 
pitalized population with regard to the relationship 
between trauma and concomitant disease. If similar 
trends can be shown to exist in other geographical 
areas and populations, then a proper degree of 
emphasis can be placed by all physicians on consider- 
ing concomitant disease as one factor in the subject of 
accidental trauma. —Harold Laufman, M.D. 


Rewarming Following Hypothermia of 2 to 12 Hours; 
Some Metabolic ffects. BERNARD FisHEr, E. J. 
Fepor, and Siz H. Lee. Ann. Surg., 1958, 148: 32. 


MonGREL DoGs were used in this study and were 
subjected to a standard method of hypothermia to 
temperatures between 23 and 24 degrees Centigrade. 
All of the dogs breathed spontaneously. Only enough 
ether was used to prevent shivering in an attempt 
to avoid the alterations that occur from positive- 
pressure breathing and large doses of an anesthetic. 

The animals were divided into 4 groups: 2 hours, 
4 hours, 8 hours, and 12 hours of hypothermia. 


Studies of the hematocrit, clotting time, prothrombin, 
blood sugar, whole blood and plasma specific gravity, 
as well as the electrolytes and fixed metabolites were 
done in each of the four groups. 

All of the animals that were cooled for 2, 4, and 8 
hours survived following rewarming. However, 5 of 
the 9 hypothermic animals in the 12 hour group 
died within 24 hours after normothermic levels were 
again established. This study does not give an adequate 
explanation for the cause of death in the 12 hour 
hypothermic group. 

The only important physiologic alterations in the 
12 hour group were prolonged clotting times and 
elevated hematocrit. The authors suggest that the 
cause of death in prolonged hypothermia may be 
related to cardiac output and decreased circulating 
blood volume. Their findings are encouraging and 
certainly do not suggest the acidotic origin of death 
that has previously been reported. 

Recent reports by other workers confirm these 
studies. Hibernation of patients may eventually be- 
come a practical clinical method. 

—Richard E. Gardner, M.D. 


Hormones and Cancers (Hormones et cancers). P. 
Desatve, W. Smets, P. Dor, H. Tacnon, and M. 
Van Rymenant. Acta chir. belg., 1958, Supp. 1. 


Tuts BooK of 240 pages is a comprehensive review of 
the influence of hormones on carcinoma of the breast. 
It was presented at the convention of the Belgian 
Surgical Society at Brussels. 

In the first part of the book, Desatve deals with the 
relations between the hormones and cancer from the 
physiopathologic point of view. A few examples may 
illustrate the complexity of these relations. X-ray 
irradiation of the genital organs produces carcinoma 
of the ovary in mice; however, the development of the 
tumor is not caused by the irradiation as such, but to 
gonadotropic hyperactivity of the anterior pituitary 
lobe as a sequel of the radiologic castration. If estrogen 
is administered to the irradiated animal the formation 
of tumors is prevented because the activity of the 
pituitary is inhibited. In rats, subtotal destruction of 
the thyroid may cause the formation of an adeno- 
carcinoma in the rest of the thyroid; the causative 
factor of the cancerization is overstimulation of the 
residual thyroid tissue by the thyreotropic hormone 
of the anterior pituitary lobe. 

An extensive review of the influence of high doses 
of natural or synthetic hormones on the formation of 
cancer in animal experiments, including about 300 
articles of the world literature, is also presented. ‘The 
influence of androgens, estrogens, adrenocortical 
hormones, and anterior pituitary hormones on the 
production or modification of tumors in the various 
organs of the body is described. The role of heredity 
of breast cancer in mice is discussed in detail. A 
statistical analysis of 3,500 cases showed that the 
cancerogenic factor is inherited as a recessive men- 
delian trait. Other articles deal with the influence of 
estrogens on cancer of the uterus, prostate, urinary 
tract, liver, skin, bones, and the hematopoetic system, 
furthermore, on the influence of castration on mam- 
mary cancer in mice and the transplantation of 
ovaries to the spleen, pancreas, and mesentery. 
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Finally, the role of hypophysectomy on the develop- 
ment of implanted tumors in mice is described. 

The second part of the book deals with the hor- 
monal treatment of cancers. It contains two separate 
treatises: (1) the role of hormones as modifying 
agents of the hormonal condition of the carcinomatous 
patient, by M. vAN Rymenant and H. Tacnon, and 
(2) the role of surgery as a modifying agent, by WiLLy 
Smets and H. Tacnon. 

The first article reviews the work on the inter- 
relationship of the various hormones and their role in 
generalized breast carcinoma. The chemical con- 
stitution of estrogen, androgen, and the corticosteroids 
is discussed, the influence of hypophysectomy on the 
menstrual cycle is described, and the metabolism of 
these hormones and the conversion of one of them 
into another is described. Cancer of the prostate is 
sometimes treated by castration and adrenalectomy. 
In these cases corticosteroids are given as substitutes. 
These are partly metabolized into androgens whereby 
the benefit of the operation may be partly lost. For 
therapeutic purposes it would be of great aid if some 
form of corticosteroid that is not metabolized into 
androgens could be found. 

The treatment of generalized breast cancer with 
androgen produced improvement in about 23 per 
cent of the cases. The average duration of remission 
was about 7 months. The effect of the hormones was 
more marked on bone metastases than on soft tissue 
metastases. 

Cortisone gave subjective relief in a number of 
castrated or postmenopausal patients, but no objective 
improvement. 

The metabolism and influence on tumors of adren- 
alectomy and hypophysectomy are reviewed. After 
adrenalectomy most authors give some corticosteroid 
as a substitute, some also add DOCA in varying doses. 

After hypophysectomy 37.5 mgm. of cortisone and 
120 mgm. of dried thyroid extract are given. In cases 
of excessive polyuria, pitressin tannate or insufflation 
of the posterior pituitary lobe, in powder form, is 
recommended. 

The second article reviews the palliative surgical 
therapy of generalized breast cancer. Animal experi- 
ments have shown that in certain strains of mice in 
which breast cancer occurs in 78.5 per cent, carcinoma 
is nearly always prevented by ovariectomy between 
the ages of 3 and 5 months. It is also markedly dimin- 
ished and its appearance delayed by ovariectomy be- 
tween the ages of 5 and 7 months, but after 7 months 
cancer occurs as frequently in the castrated animals 
as in the controls. Transplantation of the ovaries or 
the injection of folliculin in castrated males produces 
cancer of the breast. This proved carcinogenic effect 
of folliculin is the rationale for castration, either by 
surgery or by irradiation in breast carcinoma. 
Ovariectomy increases the chances of cure, delays the 
appearance of metastases, and prolongs life. Existing 
metastases shrink after ovariectomy, but thisregression 
is only temporary. 

Even better therapeutic results are effected by 
adrenalectomy in addition to ovariectomy. After 
ovariectomy in mice the adrenal cortex shows hyper- 
plasia and may produce androgens and estrogens 
under stimulation by the pituitary gland. The 
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topographic anatomy and the technique of adrenal- 
ectomy are described in detail. The authors treated 44 
patients by this combined method. The postoperative 
mortality was 11.3 per cent. In the survivors the 
results were gratifying, especially as to the remission 
of pain, improvement of the general condition, and 
shrinking of the osseous and cutaneous metastases. 
The majority of the patients were again able to lead 
a normal life within the family. The average duration 
of the remissions was 9.5 months; however, other 
workers report remissions of 22 and 38 months. 

Some surgeons attempted to preserve the secretion 
of corticosteroids, but to eliminate the estrogens of 
adrenal origin, without bilateral adrenalectomy. Two 
methods are described. One was anastomosis between 
the adrenal and splenic veins after extirpation of the 
left adrenal gland and splenectomy; the other was 
transplantation of the left adrenal gland into the 
spleen. 

Finally, the rationale, the technique, and the results 
of hypophysectomy are discussed in the article. The 
authors do not have any experience of their own with 
this method, but give a review of the literature. By 
eliminating the actions of gonadotropin and ACTH 
the secretion of estrogen and corticosteroids was in- 
hibited and the multiple major operations of ovari- 
ectomy and adrenalectomy were obviated. Cortisone 
and thyroxin had to be administered regularly as 
substitutes after the operation. Marked polyuria which 
occurred after the operation but disappeared spon- 
taneously after 3 to 6 months was controlled by nasal 
insufflation of pitressin. 

Whether the results of hypophysectomy are superior 
to those of ovariectomy and adrenalectomy is still an 
open question, but hypophysectomy has the advantage 
of being a less formidable operation with a lower 
postoperative mortality. 

A wealth of information is contained in this com- 
prehensive book. The bibliography includes about 
800 articles. — Werner M. Solmitz, M.D. 


Experimental Proof of Destruction of Implanted 
Malignant Tumors by Inflammation (Experimentel- 
ler Nachweis der Vernichtung maligner Impftumoren 
durch Entzuendung). P. Busse Grawitz. Arch. Gesch- 
wulstforsch., 1958, 13: 46. 


SEVERAL AUTHORS have advanced the hypothesis 
that the occasionally observed spontaneous regression 
of metastases is due to the power of local inflammation 
to destroy malignant cells. The author attempted to 
prove this theory experimentally. To produce an 
aseptic inflammation, he implanted tumors subcutan- 
eously in wounds. 

The relatively small number of “takes” of trans- 
planted spontaneous tumors serves as an example of 
the defensive powers of the organism. The number of 
“takes” increases after repeated transplantations, but 
even then the growth begins from 1 to 3 days after 
the implantation, whereas it is uninterrupted in 
tissue cultures. This observation demonstrates the 
presence of defensive powers of the host. 

To intensify the effect of humoral inflammatory 
processes, the author subjected tumor tissue to re- 
peated subcutaneous implantations. Highly virulent 
spindle-celled sarcoma was repeatedly implanted into 
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the same rat. In another series of experiments another 
animal was used for each subsequent implantation. 
Each time the tumor was placed into a different 
region of the rat’s body. The intervals between im- 
plantations ranged from 2 to 48 hours. The results 
were recorded after 14, 21, or 28 days. 

In the series in which the tumor was implanted 5 
times at 2 hour intervals, ‘‘no takes” were recorded 
in 56 per cent of the cases. In the series with 12 hour 
intervals the corresponding figure was 93 per cent. 
No tumor took in the series in which the interval 
ranged from 24 to 48 hours. These results are im- 
pressive when it is kept in mind that repeated tumor 
transplantations in Carrel’s tissue cultures do not im- 
pair growth potency. — Joseph K. Narat, M.D. 


DUCTLESS GLANDS 


Treatment of Cushing’s Syndrome (Zur Behandlung 
des Cushing-Syndroms). W. Tonnis and F. Marcutu. 
Muench. med. Wschr., 1958, 100: 893. 


stncE Cushing described this syndrome in 1932 and 
stated its cause was hypersecretion of a basophilic ade- 
noma in the anterior pituitary lobe, therapy has been 
directed toward this gland with various x-ray and 
surgical techniques. Older statistics indicated a 60 to 
70 per cent incidence of basophilic pituitary adeno- 
mas in this disease. More recent studies found only 30 
to 40 per cent of the patients affected and emphasized 
the decisive role of the adrenal cortex and the excess 
of glucocorticoids as the immediate cause. 

The modern therapy of this disease, a direct surgi- 
cal attack on the adrenal gland, was made possible by 
the discovery of cortisone. Such treatment leaves the 
pituitary gland functionally intact and removes a 
functional adrenal tumor in many cases. Total adre- 
nalectomy on one side and a subtotal, on the other, 
proved efficacious in the treatment of adrenal hyper- 
plasia. Total bilateral adrenalectomy is used only in 
cases of recurrence after a previous subtotal resection. 
The pituitary basal cell adenomas are not of great 
importance as they are never space-occupying to such 
a degree as to cause symptoms. 

The authors review the clinical histories of 2 pa- 
tients. One was a 35 year old male with a history of 
facial swelling for 2 years prior to a definitive diagno- 
sis. Pituitary irradiation in this patient had no effect, 
but adrenal irradiation brought temporary improve- 
ment in the condition. The patient exhibited all the 
physical findings of Cushing’s syndrome. Chemically 
a diabetic glucose tolerance was noted, and an in- 
crease of 11-oxy-and 11-desoxy-corticosteroids in the 
urine was determined; the 17 ketosteroid values were 
relatively low. The value of 17 ketosteroids, as stated 
by Forbes and Albright, is of diagnostic value; a 
slight decrease points to an adrenocortical adenoma, a 
slight increase to hyperplasia, and a marked increase 
to a malignant condition. In this patient a bilateral 
hyperplasia was identified, and total resection of one 
adrenal and subtotal resection of the other were per- 
formed in two stages. This affected a cure in this indi- 
vidual, so that he was able to resume his previous oc- 
cupation as an airplane pilot, on a maintenance dose 
of 6.25 mgm. of cortisone and 2 mgm. of desoxycorti- 
costerone daily. 
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The second patient, a 21 year old man also had 
bilateral adrenal hyperplasia and was cured by a 
surgical procedure similar to the one described. In 
this patient an increase of 17 ketosteroid urinary ex- 
cretion was found, which decreased after cortisone 
administration (25 mgm. twice a day). This was ex- 
plained by the ACTH depressing effect of cortisone, 
and led to a decreased 17 ketosteroid urine excretion. 
This phenomenon is considered of importance in dif- 
ferentiating hyperplasias from adrenal tumors which 
produce hormones autonomously and independently 
of the pituitary gland. 

The authors conclude that x-ray irradiation or re- 
moval of the pituitary gland results in only temporary 
improvement. If the syndrome is provoked by an 
adrenal adenoma or carcinoma, improvement can be 
expected only by resection of the adrenal gland. This 
applies also to the rare Cushing syndrome producing 
eosinophilic or mixed cell pituitary adenomas which 
involve areas adjacent to the sella. 

—Karel B. Absolon, M.D. 


Significance of Exogenous and Endogenous General 

actors for the Growth of Malignant Tumors (Ueber 

die Bedeutung exogener und endogener Allgemein- 

faktoren fuer das Wachstum maligner Geschwuelste). 
Cu. Hackmann. Deut. med. Wschr., 1958, 83: 134. 


MALIGNANT DEGENERATION Of normal cells is a local 
process, expressed by K. H. Bauer as “‘a local result of 
a local noxa.” This helps to explain the fact that early 
local removal of the tumor yields the best therapeutic 
results. However, if the process is no longer localized 
and dissemination has taken place, local measures 
will not be effective. One of the important findings of 
recent cancer research is that the autonomy of malig- 
nant growth follows a far less rigid law than was 
formerly assumed and numerous influences of malig- 
nant growth are many times subject to individual and 
chronologic changes. 

Tumor growth is not always uniform in its progres- 
sion and thus variations in growth can be seen in 
inbred strains as well as in spontaneous and trans- 
planted tumors. 

A type of effect on tumor growth is exemplified by 
the fact that extirpation of the tumor may be followed 
by a decrease in the size of the metastases. Although 
not all types of tumors will respond in a similar man- 
ner, adrenal cortex hormones, for example, are known 
to promote the growth of transplanted tumors, and 
thus rat tumors flourish in mice treated with cortisone. 

The stimulating effect on the growth of experi- 
mental tumors by total body irradiation is also known 
and the first reports of such effects date back to 1914. 
More recently, in 1954, it was noted that treatment 
with radioactive isotopes stimulates the growth of 
implanted tumors much as does total body irradia- 
tion. There is also an increase in the leukemia-induc- 
ing effect of cell-free tumor extracts from simultane- 
ous roentgen irradiation. 

Although diet may have little effect, it is generally 
believed that diets rich in animal proteins and fats 
will favor tumor growth. 

Endocrine factors may have stimulating or inhibit- 
ing effects on tumor growth, and favorable results 
have been noted by removal of the hypophysis or 
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adrenal cortex, or by treatment of cancer of the sex 
organs with sex hormones. 

Other factors than cortisone treatment and irradia- 
tion have been noted, and in 1925 Murphy and Sturm 
reported the development of pulmonary tumors in 
mice after tar had been applied to their skin. In 1956 
Domagk reported tumors growing more rapidly in 
rats that had been treated with tar than in untreated 
controls, and he thought that some of the decreased 
resistance could be traced to impairment of organs 
such as the spleen, liver, and bone marrow. There 
are probably other chemical substances that may 
stimulate growth, especially those that have toxic 
effects on the reticuloendothelial system. 

In addition, Herbut and Kraemer have shown ex- 
perimentally that the resistance of animals to tumor 
transplants can be broken down by preparatory treat- 
ment with benzene, cortisone, and carbohydrate 
complexes. 

Secondary infections also exert unfavorable influ- 
ence on tumors, and in this connection the author 
mentions mastitis carcinomatosa, and perichondritis 
in cancer of the larynx. Combating the infection may 
possibly weaken the proliferating stimulus. 

Growth-inhibiting effects may also act like stimu- 
lating effects, either directly on the tumor or indirectly 
by way of the defense mechanisms. Thus, chemo- 
therapy with cytostatic substances or mitosis toxins 
has had some success in the leukemia and lympho- 
granulomatosis tumors. Hormone therapy in cancer 
of the prostate and breast also probably acts directly on 
the tumor. Increased resistance has been noticed with 
certain infections, for example, in Salmonella infec- 
tions in rats and erysipelas in human subjects. There 
is the possibility that immunobiological mechanisms 
may have a growth-inhibiting effect. Investigators 
have studied the characteristics and mode of action of 
tumor antigens probably caused by the malignant 
degeneration of the cell, the result of mutation, lead- 
ing to the formation of altered-cell protein structures 
of antigen character. These may belong to the 
desoxyribonucleoproteins. Any attempt to purify 
these tumor antigens has not resulted in a uniform 
concept of their nature. 

Animal experimentation can be used to demonstrate 
the stimulation of the defense of tumor growth by 
active immunization whereby malignant tissues are 
destroyed in the body of an animal that has been pro- 
tected in such a manner. Such immunization, how- 
ever, is impossible in the human being because once 
the cancer is present immunization is no longer of 
value. It cannot be decided as yet whether prophy- 
lactic vaccination might be helpful in human beings. 
Vaccinations carried out on volunteers resulted in dif- 
ferent reactions in healthy and cancer patients and in- 
dicated only general weakness of the defense mecha- 
nism in cancer patients. 

_ Studies on the role of the reticuloendothelial system 
in the presence of experimental tumors indicate that 
this system and, particularly, the lymphatic organs 
(spleen, lymph nodes, and thymus) are decisive for the 
defense mechanism. The use of extracts of lymphatic 
tissues has been suggested and it has been reported 
that injections of extracts of cattle lymph nodes to- 
gether with irradiation produced better results than 
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irradiation alone. Other investigators observed an 
increase in resistance against a lymphosarcoma fol- 
lowing the injection of intact homologous lympho- 
cytes. 

Because of the diverse nature and character of 
malignant conditions, other factors may play a part, 
such as the thyrotropic center in the hypophysis, the 
chemistry of the blood, and the hyaluronic acid- 
hyaluronidase system. 

The author’s own experiences with methods sug- 
gested by others has convinced him that with serum 
and extracts of organs of the reticuloendothelial sys- 
tem it is often possible to exert a favorable effect on 
the defense mechanisms of the organism, although 
such substances cannot as yet supplant or supplement 
the chemical cytostatic substances in the treatment of 
patients. 

A purified extract has been prepared by the author 
from the organs of animals which have been intensely 
immunized against tumors and put at the disposal of 
physicians for clinical trials. This material is known as 
Sarvinal. The extract has no toxic effects even when 
given in large doses and is largely intended for an 
adjuvant type of therapy. Surgical procedures or 
irradiation should not be postponed because of the 
use of this drug. The author also believes that a 
“miracle” type of remedy for cancer is no more likely 
to result from immunobiologic, than from any other 
type of, cancer research. 

—W. Harrison Mehn, M.D. 


EXPERIMENTAL SURGERY 


Experimental Wound Healing and Foreign Body 
Tenth as Influenced by pH, Steroids, and Arti- 
ficial Hibernation (Ueber die Beeinflussbarkeit der 
Mesenchymreaktion beim Heilungsverlauf eines oert- 
lichen Gewebeschadens). Rupotr Scuautz. Langen- 
becks Arch. u. Deut. &schr..Chir., 1958, 288: 171. 


THE TISSUE RESPONSE to surgical and foreign body 
trauma is believed to be influenced by the pH of the 
tissues, steroids, and artificial hibernation with pheno- 
thiazine and its derivatives. To have an objective 
measure of these processes, the following experiments 
were set up, utilizing rats as experimental animals: 

A. Silver, aluminum, iron, zinc, and carbon dust 
were injected into the tissues and followed by micro- 
scopy of these areas in 10, 21, and 90 days. 

B. The combined elements, silver-iron, silver-alu- 
minum, zinc, and carbon-dust, were injected into the 
tissues and the tissue was examined after 10, 21, and 
90 days. 

C. In part 1 single elements were injected as in A; 
and in part 2 combined elements were injected as in B. 
All of the animals in parts one and two received 10 
mgm. of cortisone for 21 days every other day and tis- 
sue was obtained after 10, 21, and 90 days. 

D. Injection of single elements and then laparot- 
omy were performed. The incision was closed with 
catgut and metal clips. Then an injection of a lytic 
cocktail (atosil-dolantin-megaphen) 0.5 c.c. was given 
b.i.d. for 10 days and followed by 1 c.c. every other 
day for 11 more days. A few rats were run as controls 
with the above regime minus artificial hibernation. 
Tissue was obtained after 10 and 21 days. 
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Results 

A. Each element causes a foreign body granuloma 
which is more or less specific for this element. After a 
certain length of time the healing stage with scar for- 
mation is reached. The granulomas, initially com- 
posed of leucocytes, angioblasts, macrophages, and 
foreign body giant cells, acquire a different appear- 
ance. The scarred granuloma presents much fewer 
cellular elements with increased fibril formation and 
hyalinization within the intercellular ground sub- 
stance. The cells are generally of the fibrocytic and 
fibroblastic types associated with occasional lymph- 
ocytes. 

B. The combined elements injected create electric 
potentials which can be measured. Al, Fe, and Zn act- 
ing, as cathodes, cause increased acidity; Ag and C 
acting as anodes cause alkaline reaction in the tissues 
around their deposits. Both changes in tissue reaction 
should be added or subtracted from the tissue acidity 
caused by the inflammatory changes due to foreign 
body reaction per se. 

As for the histological pattern, the cathodic ele- 
ments Al, Fe, and Zn cause initially a considerably 
increased cellular exudative reaction, and later a 
more marked fibroplasia and hyalinization as com- 
pared to the single element depots. Around the anodic 
elements the cell reaction is initially much less pro- 
nounced. Later, in the healing scar, the hyalinization 
dropped considerably in the background as compared 
to the cathodic particles and to the single elements in 
the experiment A. 

C. Part 1. The single element depots in animals 
treated with cortisone show a marked decrease in 
cellular reaction, fibroplasia, and hyalinization as 
compared to group A. 

Part 2. There is also a marked decrease in the cellu- 
lar and exudative reaction, fibroplasia, and hyaliniza- 
tion around the cathodic elements as compared with 
the findings in experiment B. Around the anodic ele- 
ments there is not much change, so that the final pic- 
ture presents an equalization of the findings around 
the anodic and cathodic depots. 

D. The reaction around the element depots and the 
healing process of the laparotomy incision in hiber- 
nating animals was considerably changed as com- 
pared to the nonhibernating rats. The cellular re- 
action (granuloma formation) was markedly dimin- 


ished. On the other hand the fibroplasia and hyalin- 
ization were increased, which gave a firmer scar. 

The following conclusions can be made from the 
described experimental results: 

1. The reactions around foreign bodies in the tissues 
(exudation, granuloma formation, and healing by 
scar formation) are equivalent to processes seen in 
wound healing. 

2. The introduction of combinations of 2 electrically 
active elements produces a considerable change in 
tissue response. Around cathodic depots increased 
reaction, while around anodic depots decreased cel- 


-lular and exudative reaction, and decreased fibro- 


plasia and hyalinization are seen. These changes are 
probably due to relative acidotic and alkalotic shifts 
around the deposits. 

3. Cortisone causes a less firm delayed scar forma- 
tion because of decreased inflammatory response and 


_ fibroplasia. It also modifies the acidotic and alkalotic 


electrode responses in the form of more uniform reac- 
tion around the electrode deposits. 

4. The artificial hibernation with phenothiazine 
derivatives causes a faster differentiation of the granu- 
lations and more rapid fibroplasia, which results in an 
excellent firm scar. —Gunars Medins, M.D. 


Transplantation of the Embryonic Heart in the 
Mouse. Hersert Conway, B. H. GrirritH, JOHN E. 
SHANNON, and ANGELICA FinbLey. Plastic G Reconstr. 
Surg., 1958, 21: 357. 


THE AUTHORS present a logical method of determining 
the survival time of the embryo heart homograft. The 
transparent chamber technique was used. The embryo 
mouse heart was observed to beat when homotrans- 
planted to the dorsal skin fold of unrelated mouse 
recipients. Thus the cessation of embryo heart beats 
naturally represented a definite end point of the 
survival of the graft. The authors used perfused 
embryonic hearts, embryonic hearts which had been 
frozen and thawed before implantation, and fresh 
embryonic hearts. The hearts survived 12.5 days, 13 
days, and 19 days, respectively. The homotransplanta- 
tion of embryonic hearts using the transparent cham- 
ber method is presented as a useful new tool for the 
research worker by which one can compare the effects 
of pre-treatment on soft tissue homografts. 
—Henry S. Patton, M.D. 
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